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DEMONSTRATION  COMPONENTS  GENERATED  BY  STAFF 


OVERVIEW 


In  preparing  the  outlines  of  demonstration  project  com- 
ponents, The  American  University  staff  had  several  basic 
p  remi  ses . 


Primary  consideration  was  to  be  given  to  creating  a 
conference  climate  that  would  maximize  the  conferees' 
interaction  so  that  the  staff  and  the  Federal  sponsors 
could  get  benefit  of  the  conferees'  thinking. 

For  this  reason,  formal   presentations  of  papers  and 
positions  was  to  be  kept  to  a  minimum. 

Since  both  medical  and  social  services  in  the  broad 
sense  of  the  terms  are  needed  to  reduce  inappropriate 
use  of  long-term  care  institutions,  the  staff  elected 
to  avoid  an  either/or  approach. 

The  decision  as  to  whether  large  scale  demonstration 
projects  were  preferrable  to  sharply  defined  small 
projects  was  to  be  made  by  the  participants  at  the 
conference,  not  by  the  staff. 

Accordingly,  the  37  project  ideas  outlined  ranged 
from  a  single,  small  component  to  a  demonstration 
project  with  an  extensive  variety  of  services. 

Since  the  participants,  for  the  most  part,  were  so 
thoroughly  acquainted  with  the  long-term  care  field, 
the  outlines  were  written  in  telegraphic  style  to 
minimize  the  conferees'   reading  time. 

Because  of  the  staff  view  that  there  is  a  place  in 
research  and  demonstration  activity  for  projects 
that  have  relatively  quickly  discerned  effects  as 
well  as  those  with  delayed  impact,  both  kinds  of 
demonstration  ideas  were  included. 


In  addition  to  the  basic  premises  elaborated  above,  there 
are  some  common  themes  running  through  the  s taff -prepared 
demonstration  concepts.     For  example,  the  staff  concurred  with 
a  common  observation  that  getting  individuals  to  use  services 
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appropriately  is  almost  as  big  a  problem  as  providing 
services  that  can  be  used.     People  need  to  know  what  services 
are  available,  what  services  are  best  for  them  as  individuals, 
and  then  the  services  have  to  be  available.     So,  two  mobile 
services  (Geriatric  Mobile  Medical  Service  and  Mobile  Multi- 
service unit)  that  could  bring  medical  and  social   services  to 
individuals  who  do  not  have  ready  access  to  services  because 
of  either  locational  or  cultural  reasons  were  suggested.  The 
suggestions  for  the  transportation  program  demonstration  and 
for  extending  the  service  hours  of  a  chronic  disease  out- 
patient clinic  were  also  based  on  this  premise.     Five  vari- 
ations on  what  are  basically  elaborations  on  elements  in  a 
comprehensive  information  and  referral  system  were  presented. 
These  outlines  are  titled:     Long-Term  Illiness  Multi-dis- 
ciplinary Assessment  Team,  Outreach  Advocate  Worker,  Indi- 
vidualized Long-Term  Care  Planning,  Hot-Line,  and  Model  In- 
formation and  Referral  System. 

The  shortage  of  appropriately  trained  manpower,  a  well 
known  problem  in  the  health  care  field,  is  also  likely  to  be 
troublesome  in  providing  alternatives  to  institutionalization 
for  long-term  care.     Therefore,  four  demonstration  concepts 
involve  training:     Geriatric  Health  Associate,  Long-Term 
Illness  Visiting  Nurse  Practioner,  Outreach  Advocate  Worker, 
Outreach  Dental  Therapist,  and  Nurse-Managed  Clinic.  These 
training  demonstrations  also  reflect  a  conviction  that  health 
services  can  be  provided  at  lower  cost  if  the  physician  time 
required  can  be  reduced. 

It  is  also  well  recognized  that  hospitals  and  nursing 
homes  are  still  being  used  for  individuals  who  do  not  require 
24-hour  care  because  of  a  lack  of  home  health  services  or 
other  alternatives  in  a  given  geographic  area.     For  this 
reason,  the  staff  prepared  concept  outlines  for  institution- 
ally based  demonstration  projects  for  individuals  who  do  not 
require  round-the-clock  medical  care.     These  are  titled  Day 
Hospital,  Night  Hospital,  and  Gerontological  Center  with 
Day  Care  Satellites.     These  ideas  seemed  particularly 
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attractive  because  they  were  means  for  increasing  the 
utilization  of  existing  staff  and  equipment  resources  without 
having  to  add  substantial  new  capacity. 

The  majority  of  the  demonstration  projects  referred  to 
in  the  preceeding  paragraphs  are  concerned  predominantly, 
but  not  exclusively,  with  health  services.     Obviously,  health 
care,  important  as  it  is,  is  not  the  entire  answer  to  reducing 
the  rate  of  inappropriate  institutionalization.     It  is  also 
important  to  explore  systematically  and  intensively  the  many 
ways  people  can  be  helped  to  live  more  or  less  i ndependen tal ly , 
or  in  the  case  of  the  elderly,  with  their  grown  children  in 
ways  that  are  more  satisfying  than  is  often  the  case  now. 
Changing  living  arrangements  and  providing  supportive  services 
to  individuals  and  their  families  are,  from  a  common  sense 
standpoint,  just  as  just  as  essential  as  health  services. 
They  may  even  prove  to  be  the  most  cost-effective  strategy 
for  reducing  reliance  on  institutional  care,  though  this 
hypothesis  that  has  yet  to  be  experi enti al ly  demonstrated 
conclusively. 

Because  of  the  potential  significance  of  alternatives 
centered  on  living  arrangements  and  family  services,  more 
than  half  of  the  smorgasbord  of  the  s taf f - p repa red  demon- 
stration project  concept  outlines  were  directed  toward  needs 
of  individuals  and  their  families  that  are  not  primarily 
medical  in  nature.  These  are  briefly  described  below  and 
at  greater  length  in  the  appendix. 

Interim  care  (a  term  similar  to  'holiday 
admissions'   or  'respite  care')  refers  to 
providing  institutional  space  on  a  very 
short-term  basis  to  individuals  being 
cared  for  by  their  families  so  that  the 
families  may  have  a  break  from  their  daily, 
year  round  responsibility. 
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Group  counseling  for  families  caring  for  elderly 
or  disabled  individuals  refers  to  the  use  of 
group  therapy  techniques  for  this  particular 
group  of  people,  all  of  whom  have  an  essentially 
common  problem. 

Communal   homes  are  physically  and  socially 
structured  in  such  a  way  as  to  promote  self-help, 
interaction,  and  cooperative  support  among  the 
residents  and,  under  certain  circumstance,  among 
the  relatives/family  of  the  residents. 

Housing  enclaves  for  the  disabled  are  designed 
without  the  architectural  barriers  of  conventional 
housing  and  are  situated  and  managed  in  such  a 
way  as  to  make  housekkepi ng ,  health,  social  services, 
and  other  community  amenities  accessible  to  the 
physically  disabled. 

Halfway  house  (not  unlike  the  halfway  houses  used 
for  ex-patients  of  mental  hospitals,  drug  addiction 
rehabilitation  centers,  or  prisons)  provide  a 
supportive  living  situation  for  people  leaving 
hospitals  or  nursing  homes  that  would  help  them 
make  the  transition  to  independent  living. 

Hostel  for  the  young  disabled  is  somewhat  similar 
to  both  the  halfway  house  and  the  communal  home 
but  would  provide  a  more  permanent  residential 
arrangement  for  the  young  physically  disabled  who 
can  attend  school   or  work  providing  that  certain 
health,  personal  care,  and  protective  services  are 
available  on  a  regular  basis. 

Senior  citizen  apartment  house  adjacent  to  a  college 
campus  is  premised  on  the  idea  that  the  college  age 
student  and  the  retiree  in  the  right  kind  of  setting 
have  a  great  deal   to  offer  each  other  and  might 
mutually  benefit  by  interaction  with  one  another. 

Drop-in  lounges  located  in  major  shopping  centers/ 
malls  could  provide  protected  waiting  areas  for 
elderly  individuals  who  are  too  frail  or  infirm  to 
keep  pace  with  their  younger  relatives'  shopping 
excursions. 

Mu 1 ti - program  day  care  centers  with  a  variety  of 
services  ranging  from  meals  to  employment  services 
could  provide  meaningful  daytime  activity  for  older 
individuals  while  making  it  possible  for  their 
younger  relatives  to  work  or  concentrate  on  caring 
for  their  young  children. 
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Personal  care  centers  would  provide  hygienic 
•    services  for  the  disabled  and  the  elderly  who 
live  alone  or  who  lack  the  proper  facilities 
or  who  cannot  afford  such  care  on  a  commercial 
basis,   (assuming  that  such  care  is  available 
in  the  area). 

Adult  education  on  aging  and  disabilities  is 
directed  primarily  toward  families  caring  for 
older/disabled  people  but  could  also  be  de- 
signed for  service  personnel   (e.g.  policemen) 
whose  duties  occasionally  require  working  with 
old  or  disabled  people. 

Consumer  education  programs  is  project  concept 
concerned  with  creating  a  self-contained  model 
program  on  financial   resource  management  which 
is  directed  toward  the  el derlyconsumer  and 
which  can  be  used  in  virtually  any  setting  that 
can  accommodate  a  classroom  size  group  of  people. 

Home  care  manual  refers  to  a  1  how- to- do- i t 1 
book  for  caretakers  of  aged/disabled  persons 
that  is  similar  in  purpose  to  an  infant  care 
manua 1 . 

Library  services  for  the  homebound  disabled  in- 
cludes not  only  books,  records,  etc.,  but  readers 
services  upon  request. 

The  last  group  of  outlines  which  are  in  the  category, 
Financial  Assistance,  are  all  predicated  on  the  idea  that 
lack  of  money  is  a  major  problem  facing  many  aged  and  dis- 
abled individuals  and  their  families.     For  this  reason,  any 
device  from  family  allowances  to  discounts  which  increases 
real   buying  power  is  a     relatively  simple  way  of  improving 
the  quality  of  life.     On  a  demonstration  project  basis,  it 
is  admittedly  difficult  to  operate  a  project  equitably,  to 
trace  actual  expenditure  patterns,  or  to  measure  the  impact 
of  financial   assistance.     Nevertheless,  these  variations  on 
'income  strategies'  were  included  because  they  do  represent 
the  relatively  popular  position  that  people  can  manage  for 
themselves  if  they  have  the  necessary  financial  resources. 
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DAY  HOSPITAL 


H-1 


SERVICES :     Rehabilitative  in  nature.     Promote  physical 
restoration;  prevent  increasing  disability,  support  management 
of  certain  chronic  conditions.     Physiotherapy,  occupational  and 
speech  therapy  and  other  services  that  promote  self-sufficiency. 

RAT  I  ON  ALE :     There  are  18  million  persons  in  the  U.S.   not  in 
institutions  who  have  a  chronic  condition  severe  enough  to  limit 
their  major  activity.     Of  these,  some  7  million  are  over  65,  which 
includes  two  of  every  5  men   (42%)   and  one  of  every  three  women 
(34%)   in  that  age  group.     Institutionalization  in  long-term  care 
facilities  or  home  treatment  programs  do  not  necessarily  promote 
rehabilitation  to  maximal   functioning  nor  do  they  significantly 
relieve  the  emotional   and  financial   burdens  of  the  family. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  the  feasibility 
of  setting  up  a  day  hospital   patterned  after  the  British  model 
by  modifying  an  existing  in-patient  medical   facility  that  can 
house  between  15  to  20  patients  daily.     Identify  the  amount, 
duration  and  scope  of  day  hospital  services  needed.  Develop 
methods  for  patient  finding  and  patient  selection.  Ascertain 
the  kinds  of  chronic  conditions  that  can  be  effectively  treated 
in  a  day  hospital.     Document  the  acceptability  obstacles  and  ways 
used  to  overcome  them.     Identify  community  resources  needed  to 
supplement  the  day  hospital  services. 

TARGET  POPULATION:     Out-patient  chronically  ill   and  disabled 
individuals  in  need  of  physical   rehabilitation  and/or  physical 
maintenance  therapy   (e.g.,   arthritis,  stroke,  chronic  brain 
syndrome  patients)  who  do  not  need  24-hour  a  day  skilled  nursing 
care.     In-patients  before  final   hospital  discharge. 

SETTING:     Urban  community.     Non-urban  area  with  sufficient 
patient  population  living  in  a  radius  of  50  miles. 

STAFF :     Registered  nurse  in  charge  of  operations;  medical 
social  worker  (half-time);   geriatric  nurse  aides   (2);  driver  (1); 
administrator/secretary  (1);   rehabilitation  specialists  and  phy- 
sicians  (on  fee  for  service  rate). 

AUSPICES:     Health  facility,  e.g.,  a  rehabilitation  unit  of 
general   hospital,  extended  care  facility  or  skilled  nurse  home. 

SET-UP  REQUIREMENTS:     Availability  of  a  variety  of  health 
specialists  and  speci  a  I  i  zed  facilities   (0T,   PT ,  X-ray,  etc.)  as 
needed.  Staff  oriented  to  "the  positive  concept  of  health." 

In  addition  to  basic  requirements  regarding  space,  sanitation, 
and  fire  safety,  facility  must  be  free  of  architectural  barriers 
inhibiting  use  by  the  disabled.     Furniture  and  fixtures  to  ac- 
commodate needs  of  elderly  and  disabled;  meal   service;  provision 
for  special   diets.     Special  motor  vehicle  to  transport  patients 
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Day  Hospital 
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H-1 


to  and  from  the  day  hospital;  assistance  to  individuals  in 
getting  prepared  in  time  to  meet  the  transportation  schedule. 

STAGE  OF  DEVELOPMENT:     Day  hospital  model   described  not 
tried  in  U.S.   except  in  mental /psychi atri c  area.     Project  Restore 
part  of  the  Tucson,  Arizona  Model   Cities  program,  and  the  Bucks 
County,  Pennsylvania  day  care  program,  have  some  equivalent  fea- 
tures.    The  Arizona  project  operates  from  a  hospital;  the  Pennsyl 
vania  program  from  a  nursing  home.     Both  provide  some  physical 
rehabilitation  services,   but  emphasis  is  on  socialization  activ- 
ities.    Elderly  withdrawn  and  depressed  persons  are  the  target 
population. 

OPTIONS:     Laundry  services  for  incontinent  patients;  family 
c  o  u  n  s  e 1 i  n  g  ;  assistance  at  home;  preparation  and  counseling  with 
patient  in  his  home  environment  to  motivate  participation  in  the 
day  hospital;  seven-day  a  week  program. 

CONSTRAI NTS :     Reluctance  of  aged  to  leave  familiar  surround- 
in  g s"n^o-lI?e—aray  hospital   services.     Danger  of  staff  creating 
patient  dependency  instead  of  patient  self-sufficiency  and  in- 
dependence.    Use  of  day  hospital   as  a  sure  means  to  get  into  the 
auspicing  long-term  care  institution. 


1 1 1  - 1  2 


H-2 


EXTENDING  SERVICE  HOURS  OF  CHRONIC  DISEASE  OUT-PATIENT  CLINIC 


SERVICE:     Similar  services  as  those  provided  Monday  through 
Friday  from  8:30  a.m.   to  5:00  p.m.  made  available  Saturday  and  Sunday 
and/or  after  five  during  the  week. 

RAT  I ONALE :     Out-patient  clinics'   office  hours  generally  coincide 
w  i  t  h  working  hours  of  family  members  caring  for  elderly  and  disabled 
chronically  ill   relatives.     Taking  time  off  from  work  to  get  clinic 
services  contributes  to  family  stress.     Many  with  chronic  conditions 
need  regular,  frequent  checkups.     Extended  office  hours  also  could 
make  group  therapy  involving  patients  and  relatives  possible. 

POSSIBLE  DEMONSTRATION  ISSUES:     Test  feasibility  of  extending 
out-patient  clinic  services;  document  and  compare  rate  of  services 
use  before  and  after  extending  hours;  evaluate  patients'   and  relatives 
satisfaction  with  extended  services. 

TARGET  POPULATION:     Individuals  with  chronic  conditions  and 
d  i  s  a  b  i  I  i  t  i  e  s  . 

SETTI NG :     Existing  out-patient  clinic  with  a  large  number  of 
p  a  t  i  e  n  t  s  wit h  chronic  conditions  and  disabilities.     Urban  setting 
probably  more  feasible. 

STAFF :     Regular  staffing  pattern  plus  public  information  special- 
ist, social  worker  and  outreach  worker(s). 

AUSPICES:     Health  facility  operating  a  chronic  disease  clinic. 

SET-UP  REQUIREMENTS:     Extensive  community-wide  information 
d  i  s  semination. 

STAGE  OF  DEVELOPMENT:     Not  tried. 

OPTIONS :     Evening  hours. 

CONSTRAINTS :     Regular  staff  resistance  to  working  on  week-end. 
Relatively  few  existing  chronic  disease  facilities.     Shortage  of 
personnel.     Patient  suspicion  of  receiving  "second-class"  services. 
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GERIATRIC  MOBILE  MEDICAL  SERVICE 


SERVICE :     Multiphasic  screening,  diagnostic,  preventive, 
maintenance,  and  treatment  medical  services  for  elderly. 

RAT  I ONALE :     Language,  cultural,  and  locational  barriers 
limit  access  to  medical  facilities.     Health  problems  apt  to 
be  neglected  until   institutionalization  is  necessary.  Low 
income  and  rural  areas  lack  physicians;  the  few  available  not 
likely  to  be  specially  trained  in  geriatrics. 

Geriatric  mobile  clinic  can  provide  medical   services  tailored 
to  needs  of  target  population  in  many  different  catchment  areas. 
For  example,  a  mobile  clinic  attached  to  a  hospital  with  a  geri- 
atric unit  which  had  either  a  bilingual  staff  or  translators 
could  serve  several  different  ethnic  enclaves  on  a  rotating  basis. 
Specially  trained  geriatric  aides  could  perform  outreach  activities, 
set  up  appointments,  help  the  mobile  clinic  clients  use  available 
but  unused  community  support  services,  and  do  follow-up. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  effectiveness  of 
mobile  clinic  in  reaching  elderly  individuals  who  now  do  not  have 
ready  access  to  medical  services;  demonstrate  use  of  non-profes- 
sionals to  extend  the  health  professionals'   services;  determine 
prevalence  and  incidence  of  medical  care  needs,  evaluate  methods 
and  means  for  meeting  needs,  establish  medical   care  services 
requi  rements . 

TARGET  POPULATIONS:  Elderly  persons  whose  life  circumstances 
interfere  with  use  of  regular  medical  services,  e.g.,  non-English 
speaking/isolated/rural . 

SETT  I NG :     A  mobile  unit  equipped  to  deliver  medical  services 
to  the  aged  in  or  near  their  residences. 

STAFF :     Rotating  physician  specializing  in  geriatrics,  social 
worker,  public  health  nurse,  nurse  aide,  geriatric  outreach 
wor ker ( s ) . 

AUSPICES :  Medical  facility  (e.g.,  hospital,  community  health 
orgam  za  ti  on  )  . 

SET-UP  REQUIREMENTS:     Mobile  unit  should  be  equipped  with 
examining  cubicles,  EKG ,  laboratory,  refrigerator,  lavatory, 
pharmacy,  file  space,  and  transcription  equipment. 
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STAGE  OF  DEVELOPMENT:     Some  mobile  clinics   in  rural  areas. 
No  geriatric  mobile  medical   clinic  tried. 

OPTIONS:     Escort  service.     Bilingual   staff.  Translators. 
Use  of  patient-advocate  volunteer(s).     Specialized  consultants 
(surgeons,   neurologists,  etc.) 

CONST  RA I  NTS  :     Limited  numbers  of  trained  staff  willing  to 
serve  in  a  non- tradi ti ona 1   health  facility  setting;  scheduling 
difficulties;  discovering  and  serving  shut-ins;   follow-up  probl 
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GERONTOLOGICAL  CENTER  WITH  DAY  CARE  SATELLITES 


SERVICE:     Medical   screening  and  evaluation,  stabilization 
and  mai  ntenance  of  chronic  conditions.     Psychiatric  counseling. 
Physiotherapy,  restorative  services.      Twenty-four  hour 
emergency  services.     Dental   services.  Ophthalmologist  and  opto- 
metrist services.     Social  services,  casework,  information  and 
referral.     Soci al - heal th  planning  and  counseling  services.  Con- 
sumer health  and  nutrition  education.     Meals.  Transportation. 
Soci al /recreati onal  activity  services  with  active  and  passive 
participation  options.     Telephone  reassurance.     Out- reach  and 
home/personal   care  services.     Friendly  visiting  services.  Both 
public  and  private  agencies  with  programs  for  the  elderly  would 
be  encouraged  to  cooperate  with  the  center.     The  center  would 
have  a  capability  to  serve  as  a  day  hospital,  night  hospital, 
and  would  provide  "holiday  admissions."     A  network  of  satellite 
day  care  centers  would  provide  non-medical   services  programs. 
The  main  center  would  serve  as  the  medical  back-up  facility, 
health  and  social   supportive  service  locus. 

RAT  I ONALE :     Services  in  most  communities  have  a  variety 
of  hea  I  th  and  social   supportive  services;  however,  the  health 
and  hea 1 th- re  1  a  ted  services  are  often  administered  separately, 
and  distinct  from  supportive  social   services.     Public  and  pri- 
vate organizations  perform  many  similar  functions,  duplicating 
effort  that  could  be  used  more  efficiently  to  promote  an  in- 
tegrated, wel 1 -coordi nated  comprehensive  approach  to  serving 
the  elderly. 

POSSIBLE  DEMONSTRATION  ISSUES:     Demonstrate  feasibility 
of  obtaining  the  working  cooperation  of  medical,  health  allied 
and  social   service  agencies  and  personnel   to  operate  a  multi- 
service operation  in  a  manner  that  facilitates  integrated  and 
tailored  service  mixes.     Determine  the  optimal  interactions, 
flow  and  cost  of  services.     Assess  the  effectiveness  of  restor- 
ative and  re-orientation  efforts  in  terms  of  self-sufficient 
living.     Determine  the  various  personnel  mixes  for  performing 
integrated  functions.     Determine  the  effectiveness  of  "neigh- 
borhood-oriented" satellite  day  care  centers. 

TARGET  POPULATION:     Urban  elderly. 

SETTI NG :  Gerontological  center  situated  close  to  a 

hospital  or  a  long-term  care  institution.  Neighborhood 
day  care  centers  located  in  the  areas  of  need  with  heavy  con- 
centration of  elderly  individuals,  e.g.,  inner  city. 
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STAFF :     Physician,  dentist,  public  health  nurse,  medical 
social  worker,  geriatric  outreach  workers,  ophthalmologist, 
phys i ca 1 /occupa t i ona 1  therapists,  psychotherapist,  social 
activities  director,  nutritionist,  adult  education  personnel, 
visiting  nurse,  health  aides,  clerical   and  support  staff. 
Active  use  of  trained  volunteers  to  assist  as  aides,  drivers, 
social  activity  assistants,  and  to  serve  meals,  do  telephone 
reassurance  and  follow-up. 

AUSPICES:     A  hospital,  extended  care  facility,  a  nursing 
home,  group  practice,  HMO,  or  public  agency  administering 
social  and  support  services  to  the  elderly.     The  integration 
of  effort  required  suggests  that  a  municipality,  county  or 
even  State  may  have  a  proper  role  in  organizing  a  drive  to 
develop  this  comprehensive  network  of  services. 

SET-UP  REQUIREMENTS:     Foremost  is  obtaining  the  cooperation 
of  community  health,  medical,  and  social  service  agencies  and 
programs  to  work  together  in  promoting  the  integrated  system 
of  service  delivery  for  an  aged  population.     Both  public  and 
private  organizations  should  be  enlisted  to  assist  in  the  plan- 
ning process.  Training  would  be  needed  for 
the  variety  of  personnel  with  different  backgrounds  and  orien- 
tations.    Publicity  and  early  community  involvement  would  be 
essential . 

STAGE  OF  DEVELOPMENT:     In  some  respects  the  English  model 
of  day  care  and  its  role  in  their  conti nuun-of-care  system 
resembles  the  proposed  network  of  program  services.     The  in- 
tegration of  services  for  the  aged--health  and  social-- is 
being  tried  in  Chicago,   Illinois,  and  in  three  counties  in 
Florida.     Traditionally,  in  our  country,  day  care  services 
have  not  been  related  to  medical   services.     Medical  services 
are  also  rarely  systematically  related  to  social  and  supportive 
services  in  the  integrated  fashion  proposed  here. 

OPTIONS:     The  size  of  the  gerontological   center,   the  number 

of  service  offerings,  the  number  of  a  network  of  satellite  day 

care  centers.  Extend  the  network  of  satellite  day  care  centers 
to  rural  areas. 

CONSTRAINTS :     Difficulties  in  maintaining  conti ruity  and 
integration  of  services  using  a  mult i disciplinary  team.  Dif- 
ficulties in  obtaining  cooperation  from  public  and  private 
organizations  and  agencies  to  integrate  their  service  programs 
to  devise  a  centralization  of  services.     Logistics  of  trans- 
porting patients  and  participants  to  satellites.     May  be  dif- 
ficult to  get  adequate  number  of  users  in  catchment  area  small 
enough  to  keep  in-transit  time  acceptable.     Obtaining  necessary 
additional  funding  to  reduce  expenses  of  and  maximize  partici- 
pation by  low  income  elderly. 
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INTERIM  CARE 


SERVICES :     Short-term  care  through  "floating  bed"  arrangements 
with  nursing  homes/ i n termed i ate  care  facilities. 

RAT  I ONALE :     Cost  of  practical   nurse  or  home  service  worker 
around-the-clock  prohibitive  for  many.     Lack  of  short-term 
relief  often  causes  families  to  decide  to  institutionalize 
family  member  needing  long-term  care.     Caseworkers  often  need 
short-term  supervised  care  for  elderly  clients.     Nursing  homes 
with  excess  capacity  possibly  interested  in  setting  aside 
specific  area  for  short-term  residents.     Stays  limited  to  two- 
week  maximum  to  avoid   "institutional  syndrome." 

POSSIBLE  DEMONSTRATION  ISSUES:     Consumers'   acceptance  and  satis- 
faction  (consumers  =  family  and  individual).     Comparison  of  the 
effectiveness  of  different  settings.     Are  individuals  eased  into 
institutions  via  interim  care? 

TARGET  POPULATION:     Elderly,  chronically  ill,  or  disabled  in- 
dividuals who  cannot  be  left  alone,  their  families/caretakers. 

S  ETT I NG :     Nursing  home  or  intermediate  care  facility  as  unlike 
a  hospital   as  possible.     Separate  section  must  be  available. 

STAFF :     Program  coordinator,  public  information  specialist, 
director  of  volunteer  activities. 

AUSP  ICES:     Senior  citizens'   group/community  voluntary  agency. 

SET-UP  REQUIREMENTS:     Financial   agreement  between  community 
voluntary  agency  and  institution.     Establish  fee  schedule. 
Extensive  subscription  drive  to  keep  space  filled.  Recruit- 
ment and  training  of  volunteers  to  provide  daily  activities 
in  interim  care  wing. 

STAGE  OF  DEVELOPMENT :     Non-existent  as  organized  program. 
OPTIONS  : 

CONSTRA I  NTS :     Large  clientele  needed  to  use  set-aside  space. 
Volunteers  difficult  to  recruit,  train,  and  retain.  Paid 
service  staff  could  push  costs  above  what  families  could  pay. 
Nursing  home  operations  possibly  reluctant  to  cooperate  with 
community  voluntary  agency.     Regular  residents'   and  staff' 
resentment  toward  interim  care  residents. 
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MOBILE  MULTISERVICE  UNIT 


SERVICES:     Complete  ambulatory  health  servi ces--screeni ng  ,  diag- 
nostic, prevention,  maintenance,  rehabilitation,  psychiatric,  dental, 
physiotherapeutic,  pharmaceutical,   laboratory,  nursing--and  health- 
related  educational  program.     Interdisciplinary  team  determines  and 
directs  treatment  regime  for  each  individual. 

RATI QNALE :     Mobile  Multiservice  Unit  concept  assures  a  comprehensi 
approach  to  total   health  care  needs.     Particularly  pertinent  to  low- 
income  and  rural  areas  which  often  have  limited  services  available. 


POSSIBLE  DEMONSTRATION  ISSUES:     Determine  type  of  health  services 
that  can  effectively  and  economically  be  provided  to  the  target  popu- 
lation in  a  mobile  unit;  determine  effectiveness  as  detection  and  pre- 
vention device;  ascertain  cost-effectiveness  of  interdisciplinary 
approach . 

TARGET  POPULATION:     Individuals  fifty  and  over;   chronically  ill 
and  disabled. 

SETTI NG :     Rural  areas;  low-income  urban  communities. 

STAFF :     General   practitioner,  dentist,  public  health  nurse,  social 
worker,  geriatric  nurse  aide;  geriatric  outreach  aide,  driver/orderly. 
Consultants:     psychiatrist,  ophthalmologist,  psychologist,  physio- 
therapist, occupational,  speech,  and  hearing  therapists,  chiropodist, 
dietician,  etc. 

AUSPICES:     Health  organization,  e.g.,  hospital,  HMO,  medical 
center. 

SET-UP  REQUIREMENTS:     Cohesive  interdisciplinary  trained  team  to 
serve  on  a  rotating  schedule.     Specially  designed  two  level  van  with 
offices  on  first  level   and  a  large  working  space  on  second  level  for 
group  activities.     Two-way  radio  link  to  mother  health  facility.  Ar- 
rangements made  to  visit  shut-ins. 

STAGE  OF  DEVELOPMENT :     No  multiservice  mobile  clinic  of  this 
type  has  been  tried. 

OPTIONS :     Bilingual   staff;   library  services;  sheltered  workshop; 
training  for  patients  and  their  families. 

CONSTRAI NTS :     Lack  of  staff  willing  and  able  to  work  in  non- 
tradi  ti  onal  setting;  difficulty  in  attracting  users  before  onset  of 
disability  limits  potential  as  preventive  health  measure;  scheduling 
and  outreach  difficulty,  lack  of  community  acceptance. 
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NIGHT  HOSPITAL 


SERV I CE :     Provides  protective  setting  for  persons  who 
have  severe  nocturnal  agitation.     Night  care  service  offers 
respite  to  the  family  caring  for  an  elderly  individual  who 
has  nocturnal  problems. 

RAT  I ONALE :     Troublesome  insomnia  and/or  severe  nocturnal 
agitation  disturb  families'   routine  functioning.  Continuing 
nocturnal  problems  often  an  unmanageable  difficulty  for  the 
f ami ly . 

POSSIBLE _ DEMONSTRATION  ISSUES:     Determine  feasibility  of 
night  admissions  policy  and  procedures.     Assess  extent  to  which 
family  caretaker  role  is  made  more  manageable.     Assess  patient 
acceptance . 

TARGET  POPULATI ON :     Elderly  persons  living  alone  or  with 
families  who  have  severe  nocturnal  agitation  that  upsets  them- 
selves and/or  disrupts  the  household. 

AUSPICES  AND  SETTING:     Hospital,  nursing  home,  health 
facility  or  day  care  center. 

STAFF :  Registered  nurse  and  attendant  trained  to  be  sen- 
sitive-^ a  geriatric  population  and  cognizant  of  indications 
for  medi cal /psychi atri c  attention. 

SET-UP  REQUIREMENTS:     Publicity.     Set-up  admission  policies 
and  procedures,  and  back-up  arrangements  for  medical  and  psy- 
chiatric care. 

STAGE  OF  DEVELOPMENT:     Some  psychiatric  in-patient  clinics 
have  night  admissions.     Some  non-psychiatric  hospitals  have 
social  admissions  policies. 

OPT  I ONS :     Arrangements  for  "patient"  to  receive  necessary 
medical  care  and  observation  during  the  night  hours. 

CONSTRAINTS :     Problem  of  transporting  "patients"  to  and 
from  m  ght  tad  I  i  ty .     Reluctance  of  elderly  to  leave  home. 
Costs  prohibitive  without  substantial  subsidy. 
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SERVICE:     Proposed  clinic  would  provide  staff  and  equip- 
ment  tor  performing  medical  examinations,  making  referrals  for 
more  intensive  observations  and  treatment  care,  treating  stabi- 
lized chronic  diseases  and  performing  systematic  and  sufficient 
follow-up.     Clinic  would  operate  as  part  of  a  group  practice  or 
HMO  and  be  nurse-managed,  not  physician-managed,  to  reduce 
costs. 

RATIONALE:     Current  Medicare  and  Medicaid  programs  do  not 
cover  tne  expenses  of  preventive  health  measures.     HMO  sub- 
scriber may  be  more  inclined  to  preventive  services.  Follow- 
up  necessary  to  maintenance  and  prevention  not  always  con- 
scientiously done  by  HMOs.     HMOs  and  group  practices  reluctant 
to  encourage  membership  of  "over-aged."     Incentive  or  subsidy 
to  reduce  the  costs  of  enrolling  a  high  risk  population 
necessary. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  feasibility  of 
sate  I  1 1  te  clime,  nurse  managed  and  under  auspices  of  a  group 
practice  or  HMO.     Determine  size  of  subsidy  per  elderly  patient. 
Find  out  if  subscribers  increase  preventive  health  measures. 
Assess  consumer  acceptance  of  nurse  performing  traditional 
physician  duties. 

TARGET  POPULATI ON :     A  low  or  moderate  income  elderly  popu- 
lation  with  some  members  able  to  pay  at  least  part  of  sub- 
scription fee. 

SETTI NG :     Flexible.     Location  in  housing  project  for 
e 1 d erly  wou Id  enhance  accessability. 

STAFF :     Clinic  manager  -  registered  nurse  trained  to  per- 
form  the  routine  duties  of  the  physician  in  examining  and  treat- 
ing a  geriatric  population.     Consultant-supervisor:  physician. 
Nurse  aide(s).     Size  and  staffing  pattern  will  depend  upon  scale 
of  services  and  patient  load. 

AUSPICES :     Group  practice  or  HMO. 

SET-UP  REQUIREMENTS:     Train  registered  nurse.  Publicity. 
Establish  medical  back-up  and  referral  to  main  medical  care 
facility.     Establish  eligibility  requirements  and  subsidy  pay- 
ment process. 

OPT  I ONS  :     Use  of  closed-circuit  or  cable  TV  to  link  nurse- 
ma  n  a  g~ed~cTTni  c  with  consultant-supervisor  physician.  Elderly 
volunteers  as  facilitators,  aides,  and  for  socializing  with 
patients.     A  transportation  system  to  increase  enrollment. 
Health  maintenance  education  for  subscribers. 
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CONSTRAI NTS :     Subsidies/ incentives  may  be  insufficient 
inducement  to  HMOs  to  enroll  high  risk  population  such  as  the  elderly 
"Uncertain  costs"  reservations  not  easily  overcome.  Prospective 
sponsors  may  have  had  such  problems  with  Medicare  and  Medicaid 
reimbursement  that  any  third-party  payment  scheme  is  questionable. 
Possible  conflict  between  physician  and  nurse  in  her  extended 
role  may  impede  operations.     Difficulties  in  coordinating  back- 
up medical  services.     Transportation  problems.     Possible  over- 
utilization  by  elderly  persons  who  come  to  clinic  because  of 
loneliness  rather  than  illness. 
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GERIATRIC  HEALTH  ASSOCIATE 


SERVICE :     Training  program  to  develop  a  new  type  of  man- 
power qualified  to  provide  diagnostic,  preventive      and  thera- 
peutic services  to  the  elderly.     Such  geriatric  health  associ- 
ates could  multiply  the  efforts  of  the  s upervi s i n g/ cons ul ti ng 
physician  in  a  variety  of  clinical   and  home  settings. 

RATIONALE :     Geriatrics  not  highly  popular  medical  specialty. 
Geri  atri  c  heal th  associate  training  program  that  is  shorter  than 
the  eleven  years  required  for  gerontology  can  help  meet  manpower 
needs  more  quickly  and  cheaply.     Shorter  period  may  be  incentive 
to  enter  this  specialty. 

TARGET  POPULATION:     Elderly  are  service  population.  Students 
could  be  ex-medical  corpsmen,  pre-med  or  pre-nursing  students  who 
do  not  go  on  to  become  MDs  or  RNs ,  or  college  students  interested 
in  health  careers.     No  more  than  ten  individuals  involved  in 
demons trati  on . 

SETTING:  Flexible. 

STAFF :     Director,  M.D.,  Curriculum  Development  Specialist, 
Trainee  Counselor. 

AUSPICES :     A  school   of  medicine  in  university,  or  school  of 
medi ci ne- communi ty  college  combination. 

SET-UP  REQUIREMENTS:     Develop  and  offer  curriculum  and 
internship  experience.     Develop  standards  and  admission  require- 
ments.    Set  up  placement  opportunities.     Legislation  to  ensure 
accreditation  of  trainees. 

STAGE  OF  DEVELOPMENT:     University  of  Colorado  medical  center 
has  developed  similar  5 -year  program  for  pedi atri cs--2  years 
modified  pre-medical   curriculum,  followed  by  2  years  at  medical 
center  for  clinical  subjects,  1  year  internship. 

OPTIONS:     Begin  the  program  with  high  school  seniors. 

CONSTRAI NTS :     Problems  of  role  clarification  and  role 
con  f 1 i  ct . 
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LONG-TERM  ILLNESS  MULT  I D I SC I  PL  I  NARY  ASSESSMENT  TEAM 

SERVICES :     Diagnosis,  planning,  placement,  treatment,  follow-up, 
and  coordination  of  available  services. 

RATI ONALE :     Few  people  are  aware  of  available  alternatives  to 
institutional   care.     Mere  knowledge  of  programs  does  not  guarantee 
that  they  will  be  used  or  are  feasible.     A  program  that  provides 
health  assessment  and  assistance  in  planning  care  strategies  and 
which  makes  use  of  resources  and  capabilities  of  the  patient, 
the  family,  and  the  community  is  needed. 

POSSIBLE  DEMONSTRATION  ISSUES:     Assess  feasibility  of  multi- 
disciplinary  team  in  terms  of  cost  benefits  and  the  given  con- 
straints created  by  community  service  gaps.     Determine  points  and  modes 
of  service  intervention  or  delivery.     Identify  circumstances 
that  optimize  service  effectiveness.     Examine  staffing  variants 
adaptable  to  differing  situations.     Determine  service  acceptance 
and  utilization  patterns. 

TARGET  POPULATION:     Chronically  ill  and  disabled  individuals  and, 
indirectly,  their  families. 

STAFF:     Staff  attuned  to  the  "positive    concept  of  health." 
Phys  i  ci  an  (specialist  in  long-term  illness),  nurse,  psychologist 
or  psychiatrist,  a  medical   social  worker,  and  a  phys i cal /occu- 
pational  therapist.     Other  professionals  (e.g.,  lawyer)  on 
consultant  basis. 

AUSPICES :     State  or  municipal  health  agency. 

SET-UP  REQUIREMENTS:     Develop  procedures  for  assessment,  includ- 
ing diagnosis  of  social  and  psychological   needs  and  relevant 
treatment  requirements.     Develop  interpersonal  counseling  and 
planning  strategies.     Liaison  with  health  and  social  service 
agencies,  both  public  and  private.     System  to  maintain  up-dated 
and  complete  information  on  available  community  resources. 
Set  up  follow-up  procedures. 

STAGE  OF  DEVELOPMENT:     Currently  medical   review  used  to  determine 
whether  institutionalization  is  warranted  for  residents  of  long- 
term  care  facilities.     This  approach  differs  from  the  present 
proposal   in  that  the  latter  operates  after  the  fact.  Houston, 
Texas,  and  Baltimore,  Maryland,  have  a  service  geriatric  evalua- 
tion team  available  to  older  persons  who  have  applied  for 
admission  to  a  State  mental   hospital.     The  success  of  such  pro- 
grams of  evaluation  and  referral  suggests  that  a  similar  strategy 
serving  a  larger  population  of  chronically  ill  and  disabled  may 
well  be  effective  in  reducing  institutionalization. 

OPTIONS: 

CONSTRAI NTS :     Gaps  in  the  community's  resources  necessary  to 
plans  of  non-institutional  care.     Resistance  from  owners  of 
nursing  and  extended  and  intermediate  care  facilities.  Existing 
insurance  programs  and  Medi cai d/Medi care  "favor"  institutional 
treatment . 
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LONG-TERM  ILLNESS  VISITING  NURSE  PRACTITIONER 


S ERV I CES :     Extend  the  role  of  visiting  nurse.  Specially 
trained  visiting  nurse  could:     secure  and  maintain  a  health 
history;  make  adjustments  in  medication;  initiate  requests  for 
certain  laboratory  tests  and  interpret  them;  make  judgments 
about  use  of  accepted  pharmaceutical   agents  as  standard  treat- 
ment in  diagnosed  conditions;  assume  primary  responsibility  for 
determining  possible  alternative  for  care  settings  and  for  initi 
ating  referral;  assume  continuing  responsibility  for  acquainting 
patients  and  families  with  implications  of  health  status,  treat- 
ment, and  prognosis;  assume  responsibility  for  the  environment 
of  the  care  setting  as  it  affects  the  quality  and  effectiveness 
of  care;  do  case  finding  and  oversee  patients'   health  practices. 

RAT  I ONAL  E :     Physicians'   time  is  not  available  to  spend  on 
levels  of  care  not  requiring  their  skills.     Skilled  assessment 
of  condition  and  continued  care  management  by  nurses,  within  the 
framework  of  the  medical   care  plan,  can  save  patients  many  other 
wise  needless  trips  to  clinics  or  doctors'   offices.     The  aged 
and  chronically  ill,  for  a  variety  of  reasons,  are  often  slow  to 
seek  health  care  and  frequently  need  careful  surveillance  to 
maintain  a  regimen  of  care.     Case  finding  and  surveillance  can 
be  carried  out  by  a  visiting  nurse  practitioner.     The  central 
focus  of  a  program  of  health  services  for  the  long-term  ill  is 
to  provide  health  care  that  lies  along  the  health-illness  contin 
uum.     It  is  assumed  that  a  visiting  nurse,  who  would  be  trained 
as  the  long-term  illness  nurse  practitioner,  could  be  prepared 
to  assume  principal   responsibility  for  the  primary  health  care 
as  well   as  supportive  care  for  the  aged  and  those  individuals 
with  stable,   "controlled"  chronic  disease. 

POSSIBLE  DEMONSTRATION  ISSUES:     Define  and  describe  the 
extended  role  of  the  visiting  nurse  practitioner  in  assuming 
principal   responsibility  for  the  primary  health  care  of  the 
elderly  and  the  chronically  ill   (all   age  groups).     Develop  an 
educational   and  clinical   practice  for  RN  visiting  nurses  and/or 
public  health  nurses.     Develop  criteria  for  the  selection  and 
recruitment  of  candidates  for  the  program.     Determine  the  scope 
of  functions  and  type  of  supervision  required.     Assess  the  accep 
ability  of  the  nurse  practitioner  as  a  health  practitioner  and 
the  interaction  of  the  physician-nurse  team  members. 

TARGET  POPULATION:     The  homebound  chronically  ill   (all  age 
groups ) . 
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SETTING:     Urban  or  rural  area. 

AUSPICES:     School  of  nursing,  visiting  nurse  association 
or  comparabl e  organization. 

SET-UP  REQUIREMENTS:     Appoint  qualified  nurses  and  physi- 
cians to  serve  as  faculty  members.     Develop  training  program. 
Select  10  visiting  nurses  for  pilot  program. 

STAGE  OF  DEVELOPMENT    The  Cornell  Un i ve rs i ty- New  York 
Hospital  School  of  Nursi  ng  is  currently  developing  a  training 
program  to  extend  the  role  of  the  RN  as  family  nurse  practitioner 
Duke  University  is  developing  a  somewhat  similar  program  (PRIMEX) 
These  projects  focus  on  deployment  of  the  nurse  practitioner  in 
non-institutional   settings  such  as  outpatient  clinics  and  other 
community  settings  rather  than  the  patients'  homes. 

OPTIONS: 


CONSTRAI NTS :  Possible  role  conflict  between  nurse  practi- 
tioner and  physician.  Legislative  restraints.  Coverage  speci- 
fications of  insurance  programs.     Patient  acceptance. 
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OUTREACH  ADVOCATE  WORKER 


SERVICES :     Outreach  advocate  worker  to  assist  in  the  care 
of  young  and  elderly  disabled  or  ill  in  agency  home  settings. 
Areas  of  care:     personal  hygienic,  determining  seryice  needs, 
mediating/facilitating  service  delivery,  instructional  (e.g., 
nutrition,  health)  and  companionship.     Outreach  advocate  worker 
could  best  operate  as  part  of  a  team  of  health  and  social  service 
workers.     Work  locations:     health  care  facilities,  day  care 
centers,  public  assistance  and  case  work  agencies,  family  service 
agencies  and  organizations,  and  home  health  care  service  programs. 


RATIONALE :     Outreach  advocate  workers  could  fill  part  of 
manpower  gap  in  social  service  and  health  agencies  by  taking  on 
some  functions  of  professionals.     Such  indigenous  personnel  may 
have  better  rapport  with  client  population. 


POSSIBLE  DEMONSTRATION  ISSUES:     Determine  selection  and 
screening  standards  to  maximize  personnel  retention.  Determine 
best  deployment  of  such  manpower.     Assess  patient  acceptance  of 
such  services.     Testing  of  strategies  to  overcome  resistance 
from  regular  agency  personnel. 


TARGET  POPULATION:     Service  population  are  the  disabled  or 
ill,  especially  those  with  chronic  conditions  whose  health  can 
be  maintained  without  institutionalization. 


SETTING:  Flexible. 


AUSPICES  AND  STAFF:     University  or  college  could  develop 
curriculum,  select  trainees,  coordinate  field  placement.  Cooper- 
ation and  possibly  joint  sponsorship  should  be  obtained  from 
social  service  and  other  organizations  dealing  with  the  elderly 
to  facilitate  field  placement  during  trainee  period  and  jobs 
after  training. 


SET-UP  REQUIREMENTS:     Obtain  close  cooperation  with  public 
and  private  organizations  dealing  with  aging.     Develop  training 
and  selection  procedures.     Arrange  on-job  training  or  field 
placement  experiences.     Obtain  job  opportunities  for  graduates. 
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STAGE  OF  DEVELOPMENT:  Case  Western  Reserve  University  has 
developed  a  similar  training  program  for  a  number  of  inner  city 
residents,  including  welfare  recipients. 


OPTIONS:     Stipends  for  trainees. 


CONSTRAINTS :  Possible  problems  of  role  definition  and  rol 
conflict.  Obtaining  systematic  commitment  of  agencies  and  orga 
nizations  to  provide  for  continuity  in  use  of  outreach  workers. 
Possible  problems  of  team  coordination. 
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OUTREACH  DENTAL  THERAPIST 


SERV I CE :     Provide  lower  cost  home  and  outreach  dental 
examination,  hygiene  and  some  treatment.     Dentist  would  pro- 
vide necessary  supervisory  consultation. 

RAT  I ONALE :     General  shortage  of  dental  manpower.  Par- 
ticularly neglected  are  elderly  and  the  disabled  of  all  ages. 
Cost  and  limited  mobility  often  prevent  needed  dental  care. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  feasibility  of 
providing  outreach  dental  services.     Determine  most  effective 
manpower  delivery  context  (e.g.,  private  practice  assistant 
vs.  public  health  service  team)-.     Determine  appropriate  follow- 
up  system.     Assess  patient  acceptance  of  service  and  costs. 

TARGET  POPULATION:     Elderly  and  disabled,  especially  home- 
bound. 

SETTI NG :     Flexible,  though  there  is  great  need  in  inner 

c  i  ty . 

STAFF :     Trained  outreach  staff  and  supervising/consultant 
dentist. 

AUSPICES:  School  of  Dentistry  for  training.  Municipal 
public  health  services  for  coordination  and  delivery  of  out- 
reach services. 

SET-UP  REQUIREMENTS:     Develop  training.     Set  up  supervision 
consultation  with  dentist.     Devise  delivery  mechanism  and  fee 
structure.  Publicity. 

STAGE  OF  DEVELOPMENT:     University  of  Alabama  is  developing 
model  for  new  type  of  dental  auxiliary,  the  dental  therapist. 
Objective  is  to  deal  with  manpower  shortage  and  great  need  for 
dental  care  among  the  disadvantaged.     Howard  University  is 
undertaking  a  curriculum  study  in  order  to  design  appropriate 
training  for  extending  the  role  of  the  dental  hygienist. 

OPTIONS :     Manpower  can  be  variously  deployed  in  public 
health  mobile/outreach  teams,  in  private  practice  setting  with 
solo  dentist,  or  as  affiliated  with  an  organization  like  the 
Visiting  Nurse  Association. 

CONSTRAI NTS :     Locating  persons  in  need.     Service  even  with 
cost  reduction  may  be  too  expensive  for  the  poor  who  reject  wel- 
fare client  status  (whether  through  public  assistance  or  Medicaid). 
Role  definition  problems  with  other  dental  auxiliaries  and  possible 
role  conflict  with  dental  professionals.     Limitations  of  out- 
reach treatment  because  of  nonportable  equipment  and  processes  such 
as  X-ray.     Consumer  doubts  about  the  quality  of  care  being  provided 
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GROUP  COUNSELING  FOR  FAMILIES  CARING  FOR 
THE  LONG-TERM  ILL  ELDERLY 

SERVI CE  :     Group  Counseling. 

RAT  I  ON  ALE :     Caring  for  an  elderly  or  disabled  individual 
often  involves  intense      emotional  burdens  and  interpersonal 
difficulties  for  the  family.     Often  institutionalization  is 
used  as  a  solution  to  prevent  further  family  disruption  and 
strain.     Group  counseling  has  been  useful   in  assisting  family 
members  with  common  problems  to  deal  more  effectively  with 
stress,   is  less  costly  than  individual  counseling  and  also 
provides  opportunities  for  interpersonal  support. 

POSSIBLE  DEMONSTRATION  ISSUES:     Identify,  record,  and 
evaluate  major  issues  fn  the  caretaker  role.     Test  different 
types  of  group  counseling  techniques.     Assess  impact  of  this 
service. 

TARGET  POPULATION:     Families  caring  for  the  chronically 
ill  elderly. 

SETTING:  Variable. 

STAFF :     For  a  group  of  10  to  15  individuals;  a  psycholo- 
gist (group  leader)  and  a  psychiatric  social  worker  (co-trainer 
and  case  finder). 

AUSPICES:     Senior  citizens  organization,  medical  or 
social  agency ,  church  group. 

SET-UP  REQUIREMENTS:     Train  staff.     Locate  families  in 
need  of  this  service.     Design  groups  and  develop  special  tech- 
niques  (film,  other  audio  visual  material,  write  appropriate 
1 i  terature ,  etc. ) 

STAGE  OF  DEVELOPMENT:     Group  counseling  techniques  have 
been  used  effectively  in  dealing  with  personal,  interpersonal, 
and  emotional  problems. 

OPTIONS :  Similar  approach  for  families  caring  for  young 
persons  requiring  extensive  home  care. 

CONSTRAI NTS :  Reluctance  of  group  of  families  to  discuss 
their  negative  feelings  about  their  caretaker  role.  Invasion 
of  privacy. 
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HOME  SERVICES 


SERV  ICES :     Meal   service,  home  repair  and  maintenance,  chore 
service  (including  cleaning,  laundry,  and  shopping),  escort 
service  (transportation),  telephone  reassurance  available  on 
as  needed  basis  from  single  provider.     Fee  set  on  ability-to- 
pay  basis.     Subsidy  needed. 

RAT  I ONALE :     Homemaker  services  ordinarily  too  limited. 
Special   diets  ordinarily  cannot  be  accommodated  through  meals 
on  wheels  programs  but  might  be  if  nursing  homes'   food  services 
were  used.     Minor  home  repair  and  maintenance  (e.g.,  replacing 
locks,  replacing  washers,  changing  light  bulbs  in  overhead  ceil- 
ing fixtures,  snow  shoveling)   beyond  capabilities  of  many  older 
and  disabled  persons.     People  cannot  use  medical   and  other  ser- 
vices if  they  lack  mobility.     Widespread  fear  of  being  ill  or 
injured  without  anyone's  knowledge.     Many  older  persons  have  no 
relative  to  turn  to  for  aid.     According  to  the  1963  Survey  of 
Aged,  over  half  the  nursing  home  residents  had  no  living  relatives. 

POSSIBLE  DEMONSTRATION  ISSUES:     Identification  of  critical 
service  component.     Refinement  of  appropriate  fee  schedule. 

TARGET  POPULATION:     Elderly/disabled/chronically  ill  in- 
dividuals living  independently. 

SETTING :  Flexible. 

STAFF :     Director,  public  information  specialist,  bookkeeper, 
procurement  specialist,  coordinator  of  service  workers,  volun- 
teer and  paid. 

AUSPICES:     Well-established  community  service  organization. 

SET-UP  REQUIREMENTS:     Manpower  available.     Short  training 
program.     If  volunteers  are  used,  active,  organized  volunteer 
organi zati on ( s ) .     Multi-purpose  project  vehicle  (to  deliver 
food,  equipment,  and  possibly  transport  people). 

STAGE  OF  DEVELOPMENT:     All   services  mentioned  have  been 
tried  in  numerous  areas,  usually  in  an  uncoordinated  way. 

OPTIONS  : 

CONSTRAINTS :     Extremely  expensive.     Benjamin  Rose  Institute 
in  Cleveland  found  that  provision  of  home  service  workers  did 
retard  institutionalization  and  help  families  cope  with  crisis 
but  that  a  one-to-one  relationship  was  necessary.     On  the  average, 
three  hours  a  day  was  spent  per  person.     Fringe  benefits  and 
transportation  for  staff  raise  service  staff  costs  by  a  third  or 
more.     Difficult  to  assemble  staff  (volunteer  or  paid)  on  an  on- 
call   basis.     Equitable  fee  schedule  difficult  to  set  up;  col- 
lect ions  bigger  problem. 
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INDIVIDUALIZED  LONG-TERM  CARE  PLANNING 

SERVICES :     Counseling  and  short-term  assistance  in  the  home  for 
families  and/or  individuals  who  need  help  devising  a  long-term 
care  strategy. 

RATIONALE :     Families  and  individuals  sometimes  panic  their  way 
into  the  nursing  home  solution  for  long-term  care.     Home  care 
so  demanding  that  coping  ability  diminishes.     Families  and 
individuals  often  unaware  of  support  services  and  financial  aid 
available.     Pride,  need  for  privacy,  and  aversion  to  welfare 
prevents  use  of  community  resources. 

Trained  social  worker  counselor  working  with  family  or  individual 
at  home  could  help  families  or  individuals  with  an  immediate 
problem  by  providing  immediate  short-term  services  (e.g., 
around-the-clock  nurse,  if  necessary)  and,  after  the  short-term 
problem  is  met,  help  them  devise  long-term  plans  not  involving 
institutionalization. 

POSSIBLE  DEMONSTRATION  ISSUES:     Can  families'   or  individuals' 
attitudes  and  feelings  about  meeting  long-term  care  needs  be 
changed?     What  circumstances  are  particularly  amenable  to  inter- 
vention?    Is  availability  of  short-term  assistance  critical? 

TARGET  POPULATION:     E 1 de rl y /chron i ca 11 y  ill/disabled  individuals 
for  whom  institutionalization  is  imminent  and  caretakers  of 
these  individuals. 

SETTI NG :     Counseling  in  the  individual's  home. 

STAFF :     Program  coordinator,   information  specialist,  one  social 
worker  counselor  for  every  100  f ami  1 i es/ i ndi vi dual s  served  per 
year.     In-home  direct  services  purchased  on  as-needed  basis. 

AUSPICES:     Community  service  agency  with  link  to  wel 1 -devel oped 
information  and  referral   agency;  State/county/city  social 
service  agency. 

SET-UP  REQUIREMENTS:  Community  with  strong  support  services  and 
information  and  referral  system  willing  and  able  to  work  closely 
with  service  agency  counselors;  intensive  out-reach  activity. 

STAGE  OF  DEVELOPMENT:  Some  organizations,  e.g.,  FISH  and  RESPOND 
do  try  to  give  immediate  stop-gap  service.     Some  State  plans  re- 
quire social  workers  to  use  institutions  for  clients  only  as  last 
resort . 

OPTIONS: 

CONSTRA I  NTS :     Information  and  referral   systems'   reluctance  to 
move  into  counseling.     Repercussions  from  institutional  interests. 
Difficulty  in  procuring  support  services. 
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COMMUNAL  HOMES 


SERVICE :     Relatively  protected  environments  where  partially 
disabled  or  elderly  individuals  use  their  personal  capabilities 
and  resources  in  cooperation  with  other  residents  with  similar 
conditions  to  care  for  themselves.     Housekeeping  maintenance 
services  and  personal   hygienic  services  available  if  residents' 
conditions  warrant  them.     Dominant  feature:     creation  of  atmos- 
phere conducive  to  mutual  concern,  cooperation,  and  self- 
sufficiency. 

RAT  I ONALE :     Few  facilities  for  aged/partially  disabled  able 
to  maintain  themselves  given  a  minimally  protected  setting 
where  isolation  is  removed  and  peer  social   interaction  is  forth- 
coming.    Most  institutions/retirement  homes  do  too  much  for  the 
residents  and  don't  provide  adequate  opportunity  for  residents 
to  manage  for  themselves.     Fi f teen- twenty  people  in  a  communal 
living  arrangement  might  be  preferable. 

POSSIBLE  DEMONSTRATION  ISSUES:     Feasibility  of  generating 
appropriate  and  continuous  system  of  care,  support  and  social- 
ization through  communal   living.     Determine  required  support 
staff  and  services;  optimal   role  of  families  in  scheme;  factors 
promoting  psychologically  supportive  milieu;  techniques  for 
dealing  with  changes   (deterioration)  in  residents'  conditions. 

TARGET  POPULATION:     Elderly  or  young  disabled  who  can  take 
care  of  their  personal  needs  most  of  the  time,  are  emotionally 
stable,  and  are  able  to  perform  some  housekeeping  duties. 
Residents  arrange  for  medical   care  independently;   should  also 
be  able  generally  to  administer  their  own  medications. 

SETTI NG :     Location  near  shopping  area  and  community  amenities 
desirable.     Small   apartment  house  or  small  hotel  which  already 
has  rooms  with  private  baths  could  be  used  to  ensure  residents' 
pr i  vacy . 

STAFF :     Live-in  facilitator  on  full-time  basis  necessary 
if  residents  are  f rai 1 /rel ati vely  seriously  disabled.  Part- 
time  overseer  with  social  work  background  adequate  for  home 
with  less  limited  residents.     Cleaning  and  maintenance  service 
on  contract  basis.     Cook  and  kitchen  helper  if  congregate  dining 
used.     Families  of  residents  could  contribute  services  to  offset 
cash  outlay,  e.g.,  transportation,  maintenance,  cleaning,  shopping, 
etc . 

AUSP I  CES :     Possible  sponsors:     family  cooperatives;  community, 
church- rel ated ,  ethnic  associations;  well  established  affinity 
groups,  e.g.,  retired  teachers'  association. 
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SET-UP  REQUIREMENTS:     Facility  acquisition.  Cooperation 

of  families  and  prospective  residents.     Planning  of  roles  of 
residents  and  families  desirable.     Back-up  system  link  with 

hospital  or  physician  to  deal  with  emergencies.  Determination 
of  management  strategy. 

STAGE  OF  DEVELOPMENT:     Some  housing  projects  and  apartments 

for  elderly  have  extensive,  internally  initiated  group  activities. 

OPTIONS : 


CONSTRAI NTS :     Difficulty  in  obtaining  sustained  family 
cooperation.     Problems  of  maintaining  interpersonal  support 
and  interaction  among  residents.     Communal   living  arrangement 
may  be  too  costly  to  maintain  after  demonstration  period.  De- 
teriorating physical  conditions  will  change  independent  liv- 
ing style  of  residents.     How  can  original   residents  who  later 
need  full   time  nursing  care  be  accommodated? 
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ENCLAVES  FOR  THE  DISABLED 


SERVICES :     A  housing  arrangement  for  the  young  and  elderly 
disabled  in  small  areas  within  the  community.     Enclaves  can  be 
developed  from  renewed  areas  or  from  completely  reconstructed 
areas  with  architectural  features  that  facilitate  mobility. 
The  enclaves  will   promote  self-sufficiency  by  increasing  inter- 
personal support  through  limited  communal   living  arrangements 
such  as  a  common  dining  area  in  a  soci al /recreati onal  activities 
center  that  will   house  an  out-patient  clinic  with  24-hour  emer- 
gency and  home  health  care  capability.     Housekeeping  services. 

RAT  I  ON ALE :     Adequate  low-rent  housing  for   the  disabled, 
both  young  and  old,   is  greatly  needed.     A  common  solution 
for  the  problem  of  the  aged  has  been  to  age-segregate  them 
from  the  community  into  housing  projects  or  full-fledged  com- 
munities.    The  problems  of  the  young  disabled  are  similar. 
Gerontol ogi sts  emphasize  the  need  for  housing  the  aged  in  areas 
where  (a)  it  is  possible  to  continue  interchange  between  gen- 
erations;   (b)   independent  functioning  of  older  persons  is  pre- 
served;  (c)  a  health  care  facility  is  accessible;   (d)  services  are 
tailored  to  a  variety  of  needs;   (e)  shopping,  transportation, 
and  churches  are  available. 

POSSIBLE  DEMONSTRATION  ISSUES:     Explore  the  feasibility 
and  effect  on  a  group  (50  to  100)  young  and  old  ambulatory 
disabled  of  developing  a  new  type  of  low-cost  living  arrange- 
ments.    Assess  and  compare  the  differential   impact  on  the  target 
group  and  their  families  of  moves  to  this  and  other  types  of 
community  living  arrangements.     Determine  costs  to  the  tenants, 
their  families,  and  to  the  community  of  the  enclave  type  of 
living  arrangement. 

TARGET  POPULATION:     Ambulatory  disabled,  young  and  old; 
elderly  who  currently  are  not  disabled. 

S  ETT I NG :     Model   cities.     Communities  that  have  medical  and 
social  service  agencies.     Close  to  shopping  areas.  Public 
transportation  available. 

STAFF :     Social  worker  with  management  skills.     RN  nurse 
(with  special   training).     Home  health  aides.     Maids.  Recreational 
activities  specialist  (part-time).     Food  workers   (on  contract 
basis).     Nutritionist  (consultant). 

AUSP I CES  :     Housing  authority;  well-established  non-profit 
organization. 
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SET-UP  REQUIREMENTS:     Locate  enclaves;  renovate  and  re- 
construct.    Locate,  screen,  and  move  prospective  residents. 
Set  up  relationship  with  community  health  and  social  service 
agencies. 

STAGE  OF  DEVELOPMENT:     The  "intermediate  housing  for  the 
elderly"  scheme  of  the  Philadelphia  Geriatric  Center  is  in 
some  ways  similar  to  the  proposed  enclaves.     Integrated  hous- 
ing arrangements  (high-rise)  for  the  young  and  older  disabled 
is  being  tried  in  Fall  River,  Massachusetts,  the  Highland 
Heights  Apartments. 

OPTIONS :  Live-in  assistant  manager.  A  part-time  tenants 
advocate . 

CONSTRAI NTS :  Reluctance  of  elderly  and  disabled  to  move. 
Maintaining  social  services.  Difficulty  in  balancing  indepen 
dent  and  communal  living. 
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HALFWAY  HOUSE 


SERVICES:     Program  of  restorative  medical   care  as  well  as 
reorientation  to  self-sufficient  community  living.     The  service 
encompasses  also  the  more  common  medical   approach,  rehabilitation, 
health  related  and  supportive  social  services,  and  individual 
and  group  counseling  in  dealing  with  the  emotional  aspects  of 
a  different  life  style  compelled  by  a  disability  or  chronic  con- 
dition.    Development  of  individualized  plan  of  care  that  takes 
advantage  of  available  community  services.     Information,  re- 
ferral, counseling  and  follow-up  services. 

RATI ONALE ;     Institutions  are,  for  the  most  part,  patho- 
logically oriented,  encouraging  a  focus  on  the  disease  rather 
than  what  steps  can  be  taken  to  maximize  the  potential  for 
self-sufficiency  of  the  recently  discharged  patient  in  non- 
medical  but  health  related  ways.     Need  to  develop  a  facility 
that  promotes      medical   and  social  service  in  an  integrated 
approach  to  reorient  the  patient  to  a  more  restricted  life 
caused  by  the  disability.     Current  use  of  review  boards  to 
decrease  over- uti 1 i zati on  of  institutions  will   require  many 
patients  to  leave  an  institution  traumati cal ly  and  without 
the  necessary  reorientation  to  self-sufficiency. 

POSSIBLE  DEMONSTRATION  ISSUES;  Determine  the  feasibility 
of  operating  halfway  houses  for  the  young  and  the  elderly  dis- 
abled. Assess  effectiveness  in  promoting  self-sufficient  liv- 
ing and  preventing  institutionalization.  Assess  needs  for  an 
integration  of  medical  and  social  service  components.  Develop 
effective  procedures  and  interactions  between  medical  and  sup- 
port service  staff. 

TARGET  POPULATION:     Young  or  elderly  disabled  persons  dis- 
charged from  a  hospital   or  long-term  institution  who  have 
sufficient  restorative  Dotential   to  care  for  themselves  with 
the  assistance  of  family  and/or  community. 

S  ETT I NG :  Urban  or  rural  area  with  easy  access  to  a  medical 
facility  as  a  back-up  for  emergencies  and  more  intensive  short- 
term  care. 

STAFF :     Full-time  staff:     medical   psychiatric  social  worker, 
registered  nurse,  health  aide.     Consultants:       physician,  psy- 
chiatrist, psychologist,  and  physical  and  occupational 
therapists. 

AUSPICES :  A  hospital  in  conjunction  with  the  county 
social  service  agencies.     An  intermediate  care  facility. 
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SET-UP  REQUIREMENTS:     Train  personnel.     Obtain  cooperation 
between  hospitals,  institutions,  and  physicians.  Publicity. 

STAGE  OF  DEVELOPMENT;  Halfway  houses  have  been  used  success- 
fully for  psychiatric  populations  in  state  institutions. 

OPT  I ONS :     Educational  services,  consumer,  health,  and 
nutritional  programs. 

CONSTRAINTS :     Reluctance  of  formerly  institutionalized  to 
leave  and  adjust  to  more  community  living  oriented  life  style. 
Lack  of  community  resources  to  support  a  program  of  self-suf- 
ficiency for  the  disabled.     Possible  difficulties  in  obtaining 
the  working  cooperation  between  medical  and  social  service 
personnel  and  agencies. 
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HOSTEL  FOR  THE  YOUNG  DISABLED 


SERVICE:     A  hostel  with  surrogate  parents  for  five  to 
seven  low  income  young  disabled  persons.     Personal  care  and 
surveillance  services. 

RATIONALE :     There  is  a  need  for  providing  a  protective 
shelter  for  the  young  disabled  while  facilitating  self-sufficiency. 

TARGET  POPULATION:     Young  disabled  in  need  of  partial 
assistance. 

SETT  I NG :     House  located  within  the  community  can  be  reno- 
vated so  that  architectural   barriers  are  removed  and  optimal 
functional   living  space  can  be  used. 

STAFF :     Trained  couple  to  serve  as  surrogate  parents.  Health 
aide  ( par t- ti me ) .     Maid.     Physical  and  occupational  therapists 
(on  fee  for  services  basis). 

AUSP ICES:     Social   service  agency. 

SET-UP  REQUIREMENTS:     Renovate  dwelling,  locate,  screen, 
match  and  move  the  individuals.     Select  and  train  surrogate  f 
parents.     Special  van.     Coordination  with  public  and  private 
social  and  rehabilitation  services. 

STAGE  OF  DEVELOPMENT;     Hostels  have  recently  gained  usage 
for  retarded  of  all  ages  in  this  country. 

OPTIONS :     Network  of  hostels  throughout  the  city  or  county. 

CONSTRAI NTS :     Acceptance  of  the  hostel   in  the  neighborhood 
uncerta i  n . 
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SENIOR  CITIZEN  APARTMENT  HOUSE 
ADJACENT  TO  COLLEGE  CAMPUS 


SERVI CE :     Locating  an  apartment  complex  in  the  vicinity 
of  a  college  dormitory  to  promote  interaction  between  college 
students  and  the  elderly. 

RATI ONALE :     Many  elderly  are  social   isolates  because  of 
the  nature  of  their  neighborhoods.     College-age  people  and 
elderly  not  ordinarily  enmeshed  in  family  relationships  or 
major  labor  market  roles;  basis  for  affinity  and  friendship 
exists. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  willingness  of 
elderly  to  be  relocated  on  a  college  campus.     Acceptance  of 
students.     Extent  of  beneficial  and  instrumental  interaction 
between  students  and  elderly.     Effective  strategies  to  facili- 
tate interaction,  e.g.,  trade  of  services,  joint  discussion 
groups,  etc. 

TARGET  POPULATION:     Elderly  population,  preferrable  low 
i  ncome . 

SETTI NG :     College  campus  with  dormitory  in  proximity  to 
the  apartment  complex. 

STAFF :     Apartment  manager;   liaison  "officer"   to  coordinate 
cross-generation  activity.     Contract  apartment  maintenance  staff. 

AUSPICES:     Public  or  private  housing  'authority'  serving 
the  elderly  cooperating  with  a  college  administration. 

SET-UP  REQUIREMENTS:     Cooperation  between  housing  manage- 
ment  and  campus  administration.  Publicity. 

STAGE  OF  DEVELOPMENT:     Federally  financed  housing  project 
located  adjacent  to  a  college  dormitory  at  Syracuse  Uni- 
versity.    Interaction  in  the  form  of  student  taught  art  classes 
and  senior  citizen  instruction  in  baking,  knitting  and  the  like 
emerged.     Frequently,  elderly  assumed  grandmotherly  or  grand- 
fatherly  roles  for  students.     Information  available  suggests 
need  for  facilitation  of  interaction  between  the  groups. 

OPT  I ONS :     College  facilities  and  courses  could  be  made 
available  to  senior  citizens. 

CONSTRAI NTS :     Reluctance  of  elderly  to  relocate  near  a 
campTTir     Rel  uctance  of  some  students  to  interact  with  elderly 
and  some  elderly  to  interact  with  students.     Maintaining  inter- 
est in  constructive  interaction. 
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DROP-IN  LOUNGES 
SERVICES:     Social   center  in  shopping  centers. 

RAT  I ONAL  E :     Most  shopping  areas  lack  adequate  comfortable  waiting 
space  where  elderly/disabled  individuals  can  remain  while  their 
younger  relatives  shop.     Family  members  caring  for  older  indivi- 
duals reluctant  to  leave  an  older  individual   in  public  place 
meant  for  other  purposes  (e.g.,  restaurants,  coffee  shops). 
Social  center  catering  to  older  individuals  could  provide  oppor- 
tunities for  casual  socialization. 

POSSIBLE  DEMONSTRATION  ISSUES:     Consumer  satisfaction;  determina- 
tion of  desirable  amenities  mix. (Does  television  belong?  Should 
snack  bar  be  included?     Should  merchants  be  allowed  to  demon- 
strate products,  distribute  samples?) 

TARGET  POPULATION:     Elderly  and  disabled  individuals  and  their 
f ami  lies. 

SETT  I NG :     Ground  floor  area  of  large  shopping  center/mall. 

STAFF :     Center  director-coordinator,  part-time  host/hostess. 

AUSPICES:     Senior  citizens'   association  with  link  to  merchants' 
association. 

SET-UP  REQUIREMENTS:     Space  available;  assurance  of  merchants' 
support;  emergency  care  arrangements  with  local   rescue  squad  and 
hospital;  adequate  insurance;  six  months  activity  plan  in  advance. 

STAGE  OF  DEVELOPMENT:  Non-existent. 

OPTIONS:     Different  atmospheres,  e.g.,  decor  reminiscent  of 
comfortable  reading  room/coffee  house/exposition  center-county 
fair  type.     Information  and  referral  service  as  focal   point  of 
lounge.     Provide  rest  area.     Senior  citizen  volunteers  as 
hosts/hostesses . 

CONSTRAINTS :     Service  more  likely  to  be  used  by  the  relatively 
affluent  than  the  poor.     Problems  in  coping  with  difficult 
users.     Could  be  expensive  if  sponsoring  group  must  pay  full 
rent.     May  be  impossible  to  get  insurance. 
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MULT  I  PROGRAM  DAY  CARE  CENTER 

SERVICES :     Programs  and  services  of  a  soci al / recreati onal  and 
supportive/social   services  character.     Daily  meal   tailored  to 
individual's  dietary  requirements.     Information  and  referral. 
Counseling  services.     Participant-family  group  counseling  pro- 
gram.    Personal  hygienic  care  (e.g.,  bathing,  grooming). 
Educational   programs  such  as  consumer,  health  and  nutrition 
courses,  handicrafts,   vocational   and  employment  training.  Employ- 
ment placement  and  follow-up  services.     Encouragement  of  parti- 
cipants to  aid  in  center's  activities  and  in  other  community 
programs.     Door-to-door  transportation  service  (family  volunteer 
assistance  in  this  service  should  be  encouraged).  Emergency 
medical  services. 

RATIONALE :     Many  centers  offer  some  social   and  recreational 
programs  but  they  are  usually  too  limited  to  realize  their 
potential   in  providing  meaningful   assistance  to  the  elderly  and 
their  families. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  the  active  and  passive 
modes  of  participation  by  the  elderly  participants  that  effec- 
tively curtail   their  isolation  and  alienation.     Assess  effective- 
ness of  the  center's  programs  in  terms  of  utilization  rate, 
costs,  and  acceptance  by  families  and  participants.  Determine 
the  impact  on  the  family  members  in  the  center's  activities  on 
the  well-being  of  the  elderly  participants.     Determine  and  evalu- 
ate the  center's  services  that  reduce  the  likelihood  of  the 
participants'   premature  death,  unwarranted  or  premature  institu- 
tionalization, and  those  that  improve  their  social,  psychological, 
and  physical  functioning. 

TARGET  POPULATION:     Ambulatory  older  people  with  minor  physical 
or  emotional  disorders. 

SETT  I NG :     Metropolitan  area,  model   city,  inner  city. 

STAFF :     Geriatric-psychiatric  social  worker;  soci al / recreati onal 
activities  specialist;  geriatric  nurse  and  aide,  cook  and 
assistant. 

AUSPICES:     Public  or  private  organizations   (e.g.,  State  Council 
on  Aging,  senior  citizens  organization,  etc.). 

SET-UP  REQUIREMENTS:     Facility  with  room  for  25  to  35  partici- 
pants daily.     Space  available  to  allow  for  private  rest  periods, 
personal   care  services,  and  small  group  activities.  Develop 
relationship  with  community  agencies  sponsoring  programs  for 
older  people.     Coordination  of  referrals.     Develop  arrangements 
for  back-up  medical   referral.  Develop  volunteer  system  to  supple- 
ment staff  activities.  Publicity. 
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STAGE  OF  DEVELOPMENT:     There  are  many  senior  citizens  day  care 
centers  across  the  country  that  primarily  provide  social  and/or 
recreational  activities. 

OPTIONS:     Development  of  a  network  of  centers  in  a  metropolitan 
area  tailoring  centers'  programs  to  the  needs  of  the  specific 
catchment  area  clientele. 

CONSTRAINTS :     Existing  community  organizations  with  relevant 
programs  may  be  reluctant  to  cooperate.     Maintaining  continuity 
of  service  with  volunteer  staff.     Service  gaps  in  the  community. 
Logistical   problems  of  transportation. 
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SERVICES :     Personal   hygienic  care  such  as  baths,  manicure  and 
pedicure,  hairdressing,  barber,  laundry,  clothes  alterations 
and ■ mend i ng  ,  and  chiropody. 

RAT  I ONAL  E  :     Home  nursing  and  homemaker  agencies  concentrate  on 
short-term  care  for  persons  whose  conditions  will  improve. 
Agencies  often  lack  the  resources  for  more  extensive  services. 
Between  2  and  8  percent  of  the  persons  who  need  their  services 
get  them.     Hospital-based  home  care  programs  concentrate  upon 
hospital   type  of  service  delivered  to  a  patient's  home. 

The  elderly,  who  constitute  over  half  of  the  population  at 
risk,  are  too  poor,  generally,  to  purchase  personal   care  at  home 
over  a  long  period  of  time.     Medicare  provides  only  100  home 
health  services  per  year;  most  Medicaid  programs  have  similar 
cut-offs.     Personal   care  at  home  is  covered  under  Medicaid  in 
seven  states  for  welfare  recipients. 

With  few  exceptions,  the  medical   professions  assume  that  the 
patient  or  a  relative,  or  another  professional,  or  a  non- 
medical  organization  will   take  the  responsibility  for  the  per- 
sonal  care  needs  of  the  individual.     Volunteer  services  for 
personal   care  are  sporadic  and  oriented  to  short-term  tasks. 
The  development  of  centers  to  provide  personal   care  services 
indispensable  for  independent  living  seems  advisable. 

POSSIBLE  DEMONSTRATION  ISSUES:  Assess  feasibility,  effective- 
ness and  cost  of  delivering  personal  care  services  to  the  dis- 
abled and  elderly  outside  their  homes.  Compare  the  relative 
cost  of  providing  personal  care  in  the  new  setting  as  compared 
to  the  traditional  one.  Consumer  acceptance  and  satisfaction. 
Determine  the  kind  of  clientele  most  suitable  to  receive  per- 
sonal  care  services. 


TARGET  POPULATION:     Individuals  with  physical   disabilities  and 
elderly  who  live  alone  and  lack  the  appropriate  facilities. 
Those  who  live  with  relatives  unable  to  perform  personal  care 
services   (e.g.,  too  old,   individual   is  heavy,  needs  special  bath 
facilities,  etc.) 

SETT  I  NG :     Public  housing.     Annex  to  an  adult  day  care  center. 
Multipurpose  neighborhood  center;  senior  citizens  center,  etc. 

STAFF :     (For  a  center  providing  services  to  15  or  20  individuals 
daily.)     Medical   social  worker  in  charge  (half-time);  geriatric 
nurse  aides   (2);  d r i ve r / order  1 y / a t tendan t s   (2);  administrator/ 
receptionist  (1);   barber  (half-time);   hairdresser  (half-time); 
elderly  volunteers   (4);  chiropodists   (fee  for  service). 

AUSP  I  CES  :     Housing  authority.     Congregate  housing  management; 
senior  citizens  center;  community  center;  day  care  center. 
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SET-UP  REQUIREMENTS:     Building  and  fixtures  specially  designed 
to  provide  personal  care  services  to  the  disabled  and  elderly; 
lounge  and  rest  areas.     Trained  staff.     Transportation  to  and 
from  the  center.     If  center  located  in  user's  residence,  atten- 
dant's service  available.     Laundry  pick-up  service. 

STAGE  OF  DEVELOPMENT:     No  personal  care  center  available.  Few 
day  care  centers  provide  their  clients  with  some  of  the  services 
menti  oned . 

OPTIONS: 

CONSTRAI NTS :     Reluctance  of  some  individuals  to  use  a  "public" 
facility  for  their  personal  hygienic  services.     Staff  dissatis- 
faction in  performing  menial  jobs.     Scheduling  difficulties. 
If  center  must  operate  its  own  point-to-point  transportation 
service,  costs  may  be  excessive. 
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HOT-LINE 

SERVICES :     Crisis  intervention  including  provision  of  short-term 
support  services. 

RATIONALE :     Most  information  and  referral   systems  operate  9:00  AM 
to  5:00  PM,  five  days  a  week;  emergencies  do  not  follow  that 
schedule.     In  a  crisis,  referral   is  not  enough-- i mmedi ate 
assistance  is  necessary. 

POSSIBLE  DEMONSTRATION  ISSUES:  Determine  types  of  support  ser- 
vices most  used.  Identify  most  effective  providers  or  delivery 
mechani  sms . 

TARGET  POPULATION:     Elderly/disabled/chronically  ill  individuals 
and  their  families. 

SETTING:     Large  population  area  with  established  information  and 
referral   system  and  wel 1 -devel oped  service  structure. 

STAFF :     Director,  support  services  procurement  specialist,  two 
half-time  information  specialists  would  be  add-on  staff  to  exist- 
ing information  and  referral   network  in  a  large  urban  area. 

AUSPICES :     Existing  information  and  referral  service. 

SET-UP  REQUIREMENTS:     Backing  of  local  medical  association. 
Arrangements  with  medical  and  social  service  providers  to  supply 
necessary  manpower  for  crisis  intervention.     Intimate  Knowledge 
of  providers'   capabilities.     Outreach  and  public  information 
campai  gn . 

STAGE  OF  DEVELOPMENT:     Crisis  centers  and  hot-lines  directed  to 
youth  relatively  common;  crisis  intervention  used  successfully 
in  San  Francisco  and  New  York  to  reduce  admissions  to  mental 
hospitals. 

OPTIONS :     24-hour  service,  7  days  a  week;  multilingual  staff; 
follow-up  3-6-12  months  after  intervention. 

CONSTRAINTS :     Possible  overlap  with  police  and  fire  department 
emergency  procedures.     Difficult  to  determine  equitably  who 
needs  short-term  support  services  and  what  kind.  Information 
and  referral  systems'   aversion  to  any  activity  but  information 
dissemination.     Problems  in  maintaining  good  relationships  with 
community  agencies  whose  cooperation  is  essential.     Demand  may 
be  too  limited  to  warrant  a  hot-line. 
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MODEL  INFORMATION  AND  REFERRAL  SYSTEM 


SERVICE:     To  design,  implement,  operate  and  evaluate  com- 
munity-wide information  and  referral  system  specialized  for 
elderly  and  chronically  ill/disabled  of  all  ages  to  encourage 
full  use  of  alternatives  to  long-term  institutional  care.  The 
system  would  develop  and  maintain  a  comprehensive  computerized 
up-dated  resource  file  of  available  community  programs/services 
and  their  eligibility  requirements;  referral  to  appropriate 
agencies  or  programs;  counseling  directed  to  clarifying  client 
information  and  service  needs;  follow-up  of  referrals. 

RATIONALE,  STAGE  OF  DEVELOPMENT:     Institutional  care  is 
often  over-utilized  because  the  elderly  and  chronically  ill, 
and  their  families  are  unaware  of  various  health  and  supportive 
services,  which  when  used  in  an  integrated  planned  fashion, 
can  provide  an  effective  alternative.     About  1200  information 
and  referral  services  currently  exist  nation-wide.  These 
services  are  typically  subordinated  to  other  agency  functions. 
Often  no  specific  staff  are  alloted  to  perform  service.  Most 
I&R  services  are  general  purpose  and  do  not  list  all  the  re- 
sources for  elderly  and  chronically  ill.     Computers  are  still 
under-utilized  for  this  purpose. 

POSSIBLE  DEMONSTRATION  ISSUES:     What  are  requirements  for 
developing  and  maintaining  continually  up-dated  and  compre- 
hensive resource  information?    How  can  computer  retrieval  for- 
mats be  programmed  to  obtain  relevant  service  information 
matched  to  client  needs?    Should  role  limits  be  placed  on  the 
referral  function?    What  techniques  of  counseling  can  be  used 
or  developed  to  clarify  information  and  service  needs?  What 
are  the  staffing,  training,  technological  and  inter-agency  re- 
quirements for  the  model  information  and  referral  system  de- 
signed for  elderly  and  chronically  ill? 

TARGET  POPULATION:     Elderly,  disabled  of  all  ages,  their 
families,  health  and  support  service  personnel. 

SETTING:     Metropolitan  area  with  well  developed  programs 
and  adequate  community  services  for  elderly  and  disabled. 

AUSPICES :  A  State  or  municipal  agency.  Design  and  evalu- 
ation tasks  contracted  to  research  organization  or  university. 

STAFF:     Design/evaluation  staff:     organizational  psycholo- 
gist, computer  information  systems  specialist,  systems  analyst, 
social  worker,  clinical  psychologist  or  psychiatrist  specializ- 
ing in  counseling  elderly  and  chronically  ill/disabled.  Imple- 
mentation/operation staff:    director,  computer  specialist, 
counselors,  telephone  operators,  and  technical  support  staff. 
Staffing  to  depend  upon  results  of  design  effort. 
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SET-UP  REQUIREMENTS:     A  state  or  municipal  agency  with 
full  commitment  and  support  to  research  group.     Select  and 
train  operations  staff.     Obtain  cooperation  for  design,  imple- 
mentation and  operation  from  community  agencies  and  groups. 
P  u  b  1  i  c  i  ty . 

OPTIONS :     A  network  of  computer  terminals  to  multiply 
accessibility.     Twenty-four  hour,  seven  day  hotline  and  crisis 
intervention  capability.     Multi-lingual  staffing.  Client- 
service  matching  by  computer.     Additional  services  such  as 
escort,  telephone  reassurance,  advocacy. 

CONSTRAI NTS :     Reluctance  of  public  and  private  agencies 
and  groups  to  cooperate.     Resistance  of  social  agencies  to 
accept  outside,  non-client  initiated  referrals.  Resistance 
of  case  work  agencies  to  "outside"  counseling.     Follow-up  and 
advocacy  functions  may  cause  friction  between  system  and  ser- 
vice agencies..  Difficult  to  up-date  resource  file. 


111-52 


TRANSPORTATION 


1 11-53 


T-1 


TRANSPORTATION  PROGRAMS 

SERV ICES :  Low  cost  transportation  for  elderly  or  disabled 
persons  unable  to  make  effective  use  of  the  transportation 
modes  used  by  the  rest  of  the  population. 

RATIONALE :     Transportation  especially  geared  to  the  needs  of 
older  and  disabled  people  essential  to  a  wide  variety  of  programs 
designed  to  foster  independent  living  in  the  community.  Variety 
of  programs  to  reduce  transportation  barriers  established.  At 
least  50  cities  have  reduced  public  transportation  fares  during 
non-peak  hours.     Senior  citizens  and  community  organizations  have 
leased  or  borrowed  buses,  vans,  station  wagons,  and  private 
cars  and  manned  them  with  volunteers  or,  in  some  instances,  paid 
drivers.     Transportation  clearing  houses  have  been  set  up  to  pro- 
vide portal -to-portal  service  on  a  demand  basis.     The  success  of 
these  programs  varies.     Those  that  rely  on  volunteer  drivers  have 
particular  problems.     Some  at  variance  with  public  utility  regu- 
lations.    Collective  experience  of  these  various  transportation 
programs  suggest  some  general  principles  of  successful  operation. 
Building  upon  this  experience  to  support  development  of  additional 
transportation  programs  seems  appropriate. 

POSSIBLE  DEMONSTRATION  ISSUES:     New  ways,  of  meeting  transportation 
needs;  refine  out  reach  me thods ;  determine  optimal  ways  of  gaining 
regulatory  agencies'   support;  compare  effectiveness  of  programs 
with  paid  staff  and  with  volunteer  staffs. 

TARGET  POPULATION:     Elderly  and  disabled  who  cannot  use  ordinary 
transportation  system  because  of  financial,  locational,  or 
mobility  barriers. 

SETTING:  Flexible. 

STAFF :     Director,  transportation  coordinator,  schedule  clerk-dis- 
patcher^), bookkeeper-secretary,  driver(s).     (See  Options  for 
detail.) 

AUSPICES :     State,  county  or  local  community  service  organization; 
senior  citizens  association;  State,  county,  municipal  public 
agency,  e.g.,  Mayor's  Office  on  Aging. 

SET-UP  REQUIREMENTS:     Survey  of  potential   users  to  determine  need 
and  scope  of  program.     Information  needed  on  probable  destinations, 
frequency  of  travel,  timing  preferences,  ability  to  pay,  etc. 
Written  organizational   and  management  plan  to  guide  operations; 
clearance  of  service  plan  with  public  regulatory  agencies. 

STAGE  OF  DEVELOPMENT:     Reduced  fares  for  senior  citizens  reported 
available  in  some  50  cities.     Group  transportation  programs  using 
their  own  vehicles  are  (or  have  been)  operated  by  the  Bergen 
County  Board  of  Transportation  in  Hackensack,  New  Jersey;  Project 
STRIDE  in  Warren,  Pennsylvania;  Pittsfield  Council  on  Aging, 
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Pittsfield,  Massachusetts;  Bethany  Home  Day  Center  for  the  Aged 
in  Sioux  Falls,  South  Dakota;  Easter  Seal  Society  for  Crippled 
Children  and  Adults  in  Knoxville,  Tennessee;  Northwest  New  Jersey 
Community  Action  Programs,  Inc.,  in  Belvedere,  New  Jersey;  Green 
Hills  Area  Human  Resources  Development  Corp.   in  Milan,  Missouri, 
and  by  Project  Independence  in  Oxford,  Franklin,  and  Androscoggin 
counties  in  Maine.     Other  organizations  such  as  the  Division  of 
Programs  and  Services  for  the  Aging  in  Prince  George's  County, 
Maryland;  the  Parks  and  Recreation  Commission  in  Springfield, 
Vermont;  the  Houston  Interfaith  Housing  Corp.   in  Houston,  Texas; 
Lutheran  Social   Services  in  Fargo,  North  Dakota;  and  the  St. 
John  Valley  Action  Council   in  Fort  Kent,  Maine,  transport  people 
to  particular  destinations  such  as  a  senior  center.     The  Urban 
Mass  Transportation  System  recently  provided  Haddonfield,  New 
Jersey,  with  $3.2  million  to  help  support  a  "Di al -a-Ri de"  experi- 
mental  public  transportation  system  which  provides  around-the- 
clock  door-to-door  transit  service  within  a  five-square-mile  area 
in  and  around  Haddonfield.     One  of  the  12  vehicles  is  equipped  to 
handle  physically  handicapped. 

OPTIONS :     Basic  premises:   usefulness  of  reducing  public  trans- 
portation fares  and  altering  schedules  and  routes  is  sufficiently 
well-established  to  need  no  further  demonstration;  demand-actuated 
systems  that  provide  portal -to-portal   service  on  an  as-needed 
basis  are  more  useful   to  the  elderly  and  the  disabled;  programs 
relying  heavily  on  volunteers  not  viable  for  long  periods;  trans- 
portation service  must  be  free  or  very  inexpensive. 

Option  1:  Subsidize  a  commercial   taxi  fleet  to  provide  transpor- 
tation for  eligible  individuals  subscribing  to  the 
service. 

Staff  Requirements:     Director,  bookkeeper,  clerk. 

Option  2:   Subsidies  to  organizations  to  lease  or  purchase  multi- 
purpose vehicles  which  can  be  used  to  deliver  goods 
(e.g.,  groceries)  as  well  as  to  carry  people.  Buying 
government  surplus  vehicles  could  reduce  costs  further. 
On-going  transportation  program  assumed  so  only  a 
driver  (or  man-year  equivalent)  needed. 

Option  3:  Subsidy  to  an  organization  serving  potential   users  to 
establish  and  operate  a  demand  actuated  transportation 
system  using  radio  dispatched  vehicles.     Fees  set  on 
an  abi 1 i ty- to-pay  basis.     Eligible  users  would  have 
incomes  below  specified  levels. 

Staff  Requirements:     Director,  transportation  coordinator 
dispatcher-supervisor,  public  information  specialist, 
di spatcher ( s )  ,  drivers,  bookkeeper,  secretary-clerk. 

Option  4:   Funding  to  organization  to  set  up  and  operate  a  demand 
acti vated system  using  vehicles  and  drivers  of  other 
organizations,  e.g.,  school  buses,  military  vehicles. 

Staff  Requirements:     Director,  transportation  coordinator 
public  information  specialist,  scheduler,  bookkeeper- 
secretary-clerk  . 
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CONSTRAINTS :     Expense  —  the  number  of  users  apt  to  be  few,  the 
distances  great,  and  the  demand  irregular.     Difficult  to  hire 
and  keep  drivers  who  can  effectively  serve  older  and  disabled 
people  many  of  whom  will   need  substantial  assistance  to  enter 
and  exit  from  their  residences  and  the  vehicles  themselves. 
Difficult  to  acquire  a  reputation  for  reliability  which  is 
essential  to  consumer  acceptance  while  attempting  to  tailor 
service  to  individual  needs. 
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ADULT  EDUCATION  ON  AGING  AND  DISABILITIES 

SERVICES :     Develop  model  adult  education  courses  on  aging  and 
on  chronic  illnesses  and  disabilities. 

RATIONALE :     People  better  able  to  cope  with  stressful  situations 
if  they  feel   they  understand  them.     Readily  assimilated  informa- 
tion on  aging,  chronic  illness,  disability  not  easily  available. 
Potential  multiple  group  use  justifies  cost  of  developing 
instructional  media  such  as  films,  video-tapes,  cassettes.  Group 
learning  situations  may  increase  public  awareness  of  problems 
and  conceivably  lead  to  political   pressure  for  change. 

POSSIBLE  DEMONSTRATION  ISSUES:     Impact  of  course  on  enrollees' 
activities;  compare  effectiveness  of  different  pedagogical 
de vi  ces  . 

TARGET  POPULATION:     Families/caretakers  of  elderly,  chronically 
ill,  disabled  individuals;  the  individuals  themselves,  service 
workers  involved  with  elderly,  chronically  ill,  or  disabled; 
general  public. 

SETTING :     Model  development  at  gerontological  institute/univer- 
sity.    Model   test  at  community  centers,  senior  citizens  centers/ 
night  school s/ i n-servi ce  training  departments  of  social  service 
agencies. 

STAFF :     Principal   investigator,  project  director,  writer,  media 
specialist,  two  research  assistants. 

AUSPICES  :     See  Setting. 

SET-UP  REQUIREMENTS:  Sound  grasp  of  problems  facing  elderly/ 
chronically  ill/disabled.  Curriculum  development  experience; 
instructional  media  sophistication. 

STAGE  OF  DEVELOPMENT:     Courses  available  for  professionals  too 
specialized  for  laymen.     The  13-week  training  course  "Working 
With  Older  People"  conducted  in  Louisville,  Kentucky  for 
personnel  of  agencies  which  assist  the  elderly  might  be  a  model 
for  an  adult  education  course. 

OPTIONS :     Basic  course  supplemented  by  speakers  from  community 
service  agencies. 

CONSTRAINTS :     Difficult  to  prepare  curriculum  that  is  both 
simple  and  accurate.     Rapid  obsolescence  of  materials. 


1 1 1 -58 


Ed-2 


CONSUMER  EDUCATION 

SERVICES :  A  comprehensive  consumer  program  to  help  the  elderly 
and/or  disabled  manage  financial  resources  more  effectively  and 
reduce  their  vulnerability  to  fraud  and  quackery.  Films,  group 
discussions,  home  study  course,  reading  materials,  field  trips, 
etc . 

RATIONALE :     The  many  instances  in  which  older  persons  are  ex- 
ploited illustrate  the  vulnerability  of  the  elderly  as  consumers. 
Published  documented  reports  of  such  exploitation  include: 
land  fraud,  patent  medicines,  "miracle"  cures,  physical  therapy 
devices,  fraudulent  insurance,  and  home  remodeling. 

POSSIBLE  DEMONSTRATION  ISSUES:     Assess  relative  effectiveness  of 
various  devices.     Assess  impact  on  consumer  behavior. 

TARGET  POPULATION:     Elderly  and/or  disabled  individuals. 

SETTING:  Flexible. 

STAFF :     Adult  education,  audiovisual,  and  evaluation  specialists 
to  prepare  and  pretest  the  program  components  and  to  train 
senior  citizens  to  organize  consumer  education  programs. 

AUSPICES:     University  and  senior  citizens  organizations. 

SET-UP  REQUIREMENTS:     Preparation  of  audivisual   and  written 
materials.       Publicity.     Pretest  and  revise  materials. 

STAGE  OF  DEVELOPMENT:     The  Post  Office  has  produced  a  mail  fraud 
pamphlet.     Postal   inspectors  speak  to  law  enforcement,  civic, 
educational,  and  consumer  groups.     Consumer  protection  specialists 
in  the  Federal  Trade  Commission's  Bureau  of  Consumer  Protection 
are  located  in  FTC  field  offices. 

OPTIONS :     Outreach  to  the  homebound  disabled.     Programmed  study 
materi  al s . 

CONSTRAINTS:     Problems  in  getting  the  most  vulnerable  consumers 
interested  in  the  program.     Difficult  to  measure  impact  on  the 
health,  self-sufficiency,  and  general  well-being  of  the  elderly. 


1 1 1 -59 


Ed  -  3 


HOME  CARE  MANUALS 

SERVICES:     Development  and  test  of  authoritative  home  care 
manuals  on  how-to-do-it  aspects  of  caring  for  elderly/disabled/ 
chronically  ill   individuals  in  the  home. 

RATIONALE :     People  caring  for  elderly/disabled/chronically  ill 
individuals  might  be  helped  by  a  clearly  written,  practical 
manual  covering  common  problems  just  as  some  new  mothers  are  by 
GPO's  Infant  Care.     Medical   personnel   could  save  time  (as  some  ped 
t  r  i  c  i  a  n  s  do)  if  they  could  refer  caretakers  to  a  manual. 
Individuals  being  cared  for  (or  who  are  likely  to  be)  could  get 
pointers  on  self-management. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  most  needed  informa- 
tion, best  format . 

TARGET  POPULATION:     Families  with  elderly/chronically  ill/ 
disabled  individuals;  the  individuals  themselves;  the  general 
public. 

SETTING:     Not  applicable. 

STAFF :     Director,  writer,  editor,  two  research  assistants,  six 
expert  advisors. 

AUSPICES :     Gerontological   institute;  school  of  nursing;  research 
f  i  rm. 

SET-UP  REQUIREMENTS:     Staff  with  demonstrated  expertise  in  home 
care  methods  and  sufficient  reputation  to  assemble  authoritative 
revi ew  panel  . 

STAGE  OF  DEVELOPMENT:     Techniques  manuals  available  not  written 
for  laymen. 

OPTIONS :     Additional  chapters  on  the  aging  process/the  psychology 
of  disability,  etc.     Printed  in  large  size  type. 

CONSTRA I  NTS :     The  simple  prose,  easy  diagrams,  clear  pictures 
necessary  for  wide  readership  difficult  to  produce.     Time  consum- 
ing clearance  and  review  process  prior  to  publication.     Cost  of 
production  may  be  out  of  proportion. 
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LIBRARY  SERVICES   FOR  THE   HOMEBOUND  DISABLED 

SERVICES :     Home  delivered  books,  records,  magazines,  and 
specially  designed  books   (e.g.,  talking  books,  enlarged  type 
books,  braille,  etc.).     Books  by  mail   service.     Reader's  com- 
panion service.     Homebound  readers'   new  acquisitions  information 
servi  ce . 

RAT  I ONALE :  The  homebound  are  especially  vulnerable  to  isolation, 
loneliness,  and  purposel essness .  They  need  programs  and  services 
tailored  to  their  needs  that  help  maintain  their  interest  in  life. 

POSSIBLE  DEMONSTRATION  ISSUES:     Compare  home  delivery  and  mail 
service  modes.     Find  out  if  the  users'   reading  habits  change 
after  service  is  made  available.     Evaluate  the  service  in  terms 
of  the  users'  satisfaction. 

TARGET  POPULATION:     Urban  or  rural   shut-in  disabled  individuals. 
SETT  I NG  :     See  Auspices. 

STAFF :     Specially  trained  librarian  in  charge.     Library  aide- 
drivers.     Volunteer  aides  as  readers'  companions. 

AUSPICES:     Public  library. 

SET-UP  REQUIREMENTS:     Training  the  staff  and  volunteers. 
Acquisition  of  specialized  books.     Publicity.  Transportation. 

STAGE  OF  DEVELOPMENT:     San  Antonio  (Texas)  Library  has  recently 
developed  a  book-by-mail   service  for  the  aged  residents  of 
San  Antonio.     The  Washington  State  North  Central   Regional  Library, 
that  serves  five  counties,  mails  books  to  residents  of  this 
15,000  square  mile  rural   area.     Los  Angeles  Public  Library  has 
mail   service  for  the  homebound.     It  has  also  recently  developed 
a  program  to  reach  the  Spanish-speaking  shut-ins  using  Spanish- 
speaking  library  aides. 

OPTIONS:     Bilingual   staff.     Elderly  volunteers  to  serve  as 
readers'   companions.     Special   pick  up  service. 

CONSTRA I  NTS :     Attracting  enough  readers  to  make  the  demonstration 
wo rthwh i 1 e .      Disabled  individuals'   sensitivity  to  being  a 
special   group  for  services.     Mail   service  unreliable.  Postage 
and  packing  costs  may  be  excessive  for  users. 
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AID  AND  ATTENDANCE 


SERVICE:     Subsidy  to  family  members  caring  for  an  elderly 
or  disabled  family  member  at  home. 

RATIONALE :     Families  with  an  individual   requiring  continu- 
ing care  may  be  better  able  to  meet  the  needs  of  the  individual 
without  resorting  to  institutional  placement  if  the  financial 
burden  of  care  was  lightened.     If  financial   assistance  were  given 
to  caretakers  who  would  otherwise  rely  on  institutions,  public 
outlays  for  long-term  care  could  be  decreased. 

Roughly  2  1/2  million  elderly  widowed  individuals  live  with 
their  children.     About  14,000  young,  disabled  adults  are  in 
chronic  disease  facilities  because  their  caretakers  feel  home 
care  is  not  feasible.     About  5  percent  of  these  young  institu- 
tionalized adults  have  guardians  who  report  that  institutionali- 
zation is  necessary  because  home  care  is  too  costly. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  the  size  of  the 
payment  necessary.     Determine  if  the  costs  of  administering  a 
subsidy  program  and  providing  subsidies  really  result  in  a  cost 
saving.     Determine  if  the  physical   and  emotional  well   being  of 
those  cared  for  at  home  (with  subsidy)  is  significantly  superior 
to  their  probable  status  in  an  institution. 

TARGET  POPULATIONS:     The  families  of  elderly  and/or  disabled 
individuals  in  nursing  homes,  intermediate  care  facilities,  or 
domi ci 1 i ari es .     Elderly  or  disabled  individuals  eligible  for 
Medicaid  or  other  public  financial   assistance  who  are  on  institu- 
tions' waiting  lists.     Individuals  now  at  home  who  would  be  eli- 
gible for  financial   assistance  if  they  were  in  institutions. 

SETTING:  Flexible. 

AUS P I C ES :     State  or  county  Medicaid  agency,  or  non-profit 
community  service  agency  with  strong  working  link  to  Medicaid 
agen  cy . 

SET-UP  REQUIREMENTS:     Determination  of  subsidy  amount  (as 
proportion  of  prevailing  institutional   charges).  Arrangements 
with  institutions  and  agencies  for  participant  referrals.  Screen- 
ing system,  including  medical   review,  to  make  sure  that  the  aged/ 
disabled  individual   can  be  cared  for  at  home.     Set  up  procedures 
for  payment  and  review  of  families'  expenditures. 
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STAFF :     Payments  coordinator;  data  analyst. 

STAGE  OF  DEVELOPMENT:     Payments  are  made  to  families  in 
Scandinavian  countries.     Veterans'  Administration  Aid  and 
Attendance  Program  in  U.S.  provides  $10  a  month  to  veterans  in 
need  of  regular  aid  and  attendance  or,  if  the  veteran  is  house- 
bound, an  additional  $44  a  month.     Welfare  programs  in  some 
states  increase  allotment  for  "essential  family  member"  who  lives 
with  the  welfare  recipient.     Expenses  for  household  services  or 
for  the  care  of  a  dependent  who  is  physically  or  mentally  unable 
to  care  for  himself  that  are  incurred  to  permit  the  gainful  em- 
ployment of  a  taxpayer  can  be  deducted  from  the  taxpayers'  gross 
income.     However,  the  deduction  for  employment  related  expenses 
cannot  exceed  $400  a  month  for  household  services  or  $200  a  month 
for  an  individual  needing  care  outside  the  home.     In  1969,  the 
average  monthly  charge  in  skilled  nursing  homes  was  $360  a  month. 
The  allowable  deduction  is  further  reduced  by  disability  payments 
of  any  sort  that  exceed  $750.     If  the  taxpayer's  adjusted  gross 
income  exceeds  $18,000,  the  allowable  deductions  is  also  reduced. 

OPT  I ONS :     See  target  population  above.     Demonstration  pro- 
ject could  be  directed  to  those  with  particular  condition  or  dis- 
ability; could  stress  active  outreach  efforts  to  families  who 
would  be  eligible  for  financial  assistance  in  an  institutional 
setting  but  who  have  rejected  institutionalization.  Different 
projects  could  offer  different  levels  of  subsidy  to  determine 
optimal   size  of  payment.     Some  projects  could  offer  continual 
follow-up  and  support,  others  could  minimize  in-home  follow-up 
to  get  some  in-sights  into  the  impact  of  close  monitoring. 

C0NSTRAI NTS :     High  potential   for  fraud  and  victimization 
of  individual   needing  care.     Public  acceptance  probl ems--why 
should  public  monies  be  used  to  make  sure  that  people  fulfill 
their  family  obligations?     Problems  of  equitably  selecting  per- 
sons for  participation  in  project.     Possible  over-emphasis  on 
dollar  savings  aspect  of  program. 
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COMPREHENSIVE  DISCOUNT  SYSTEM 


SERVICE:  Set  up  discount  system  that  would  enable  disabled 
and  chronically  ill  individuals  to  get  most  goods  and  services  at 
a  reduced  rate. 

RATIONALE:     Reduced  and  continually  shrinking  buying  power 
is  a  major  problem  for  older  and  disabled  individuals  on  fixed 
incomes.     Over  three-fourths  of  single  persons  over  65  have 
incomes  below  $3,177,  the  level  estimated  by  BLS  to  be  a  "comfort- 
ably" adequate  budget  for  an  older  individual.     Thirty  percent 
of  families  with  heads  over  65  have  incomes  below  $5,786,  the 
similar  BLS  budget  level   for  older  couples. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  feasible  means, 
short  of  subsidy,  to  persuade  providers  of  goods  and  services 
to  offer  reduced  rates  to  older  and/or  disabled  individuals. 
Determine  the  relative  persuasive  power  of  public  relations 
aspects,  appeals  to  social   conscience,  possible  tax  relief  (not 
now  offered).     Determine  the  most  effective  strategies  for  attain- 
ing supplier  cooperation.     Devise  means  of  transferring  such 
information  to  other  organizations  and  communities. 

TARGET  POPULATION:     Option  1:     Disabled,  chronically  ill, 
and  aged  people  whose  incomes  are  low  enough  to  place  them 
in  poor  or  near  poor  categories.     Option  2:     All   disabled,  chron- 
ically ill,  and  aged  regardless  of  financial  status. 

SETTI NG :     A  community,  city,  or  county  with  a  wel 1 -organi zed 
special  interest  action  group,  e.g.,  an     active  senior  citizens' 
organi  z at i  on  . 

STAFF :     Director;  community  relations  specialist;  evaluation 
specialist. 

AUSPI CES :     Special  interest  group,  e.g.,  senior  citizens' 
organizations,  a  voluntary  community  service  agency. 

SET-UP  REQUIREMENTS:     Estimate  the  eligible  number  of  dis- 
co unt~TaTo^lTbTc^ers  and  their  possible  buying  power.     Recruit  and 
train  a  cadre  of  discount  card  promoters.     Arrange  with  major 
suppliers  of  goods  and  services  to  honor  the  price  reductions 
afforded  discount  card  holders.     Set  up  a  non-transferable  dis- 
count card  system.     Design  evaluation  program. 
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STAGE  OF  DEVELOPMENT:     Senior  Citizens'   group  in  Montgomery 
County,  Maryland,  has  set  up  a  discount  card  system  which  offers 
price  reductions  for  many  goods  and  most  services.  Several 
cities  have  reduced  transportation  fares  or  movie  admissions; 
several  organizations  offer  discounts  on  drugs  or  insurance. 

OPTIONS:     Similar  demonstrations  by  two  or  three  distinctly 
different  organizations  in  similar  settings  to  determine  the 
relative  effectiveness  of  different  organizations'  promotional 
and  operational   approaches.     Limit  card  holder  eligibility  to 
specified  income  group. 

CONSTRAINTS :     Reluctance  of  goods  and  service  providers  to 
forego  part  of  their  profit;  possibility  that  the  energy  expended 
in  arranging  discounts  is  out  of  proportion  with  the  number  using 
discounts;  extremely  difficult  to  verify  use  of  discounts. 
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HOME  RENOVATION  ALLOWANCES 


SERVICE:     Financial   assistance  for  renovations  that  con- 
tribute to  the  mobility,  safety,  and  convenience  of  disabled 
persons,  young  and  old. 


RATIONALE:     Most  dwellings  of  disabled,  both  young  and  old, 
are  not  suitable.     For  example,  stairs  are  steep,  baths  lack 
grab  bars,  appliance  controls  require  rapid  response.     Lack  of 
central  heating  and  hot  water  not  unusual  among  poor. 


POSSIBLE  DEMONSTRATION  ISSUES:     Determine  ways  in  which 
appropriate  renovations  can  be  assessed,  designed  and  completed 
with  minimum  abuse  by  contractors  and  recipients  of  allowances. 
Determine  optimal   allowance  applications  processing  procedures. 
Determine  the  utilization  pattern. 


TARGET  POPULATION:     Young/elderly  disabled  with  limited 
incomes  and  resources  who  reside  in  their  own  home  or  that  of 
the  family. 


SETTING:  Flexible. 


AUSPICES  &  STAFF:     Social  service  agency  or  housing  author- 
ity.    It  is  recommended  that  an  ombudsman  be  designated  to  facil 
itate  processes  of  complaints  against  breaches  of  contract  or 
other  abuses. 


SET-UP  REQUIREMENTS:     Publicity.     Determine  eligibility 
req  ui  re  men ts  and  procedures  for  applying  and  contracting.  Set- 
up third-party  payment  scheme.     Designate  an  ombudsman. 


STAGE  OF  DEVELOPMENT:     Veterans'   Administration  "wheel- 
c  h  a  i r  homes"  program  is  si  mi  1  a  r . 


CONSTRA I  NTS :     May  be  too  expensive  for  consumer  unless  pro- 
gram provides  100%  grant.     Vulnerable  to  "home  repair"  swindlers 
Difficulty  in  obtaining  quality  service  and  fulfillment  of  con- 
tract terms.     Preventing  abuses  of  program  by  contractors  and 
reci  pi  en ts . 
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SUBSIDIES  TO  HEALTH  MAINTENANCE  ORGANIZATIONS  (HMOs) 


SERVICE:     To  make  payments  on  behalf  of  aged/disabled 
individuals  to  HMO's  which  otherwise  would  be  unable  to  accept 
such  individuals  at  subscriber  rates  they  could  afford. 

RATIONALE :     HMOs  reluctant  to  enroll   individuals  whose 
claim  potential  is  perceived  to  be  high.     Premiums  for  such 
individuals  would  have  to  be  so  large  that  they  would  be  pro- 
hibitive for  most,  and  particularly  for  those  who  need  continual 
medical  attention.     The  savings  achieved  by  providing  preventive 
and  maintenance  care  on  an  outpatient  basis  may  be  sufficient  to 
persuade  some  other  HMOs  to  extend  coverage  to  those  they  now 
reject . 

POSSIBLE  DEMONSTRATION  ISSUES:     To  establish  optimal  financ 
ing  arrangement  (for  the  individual   and  the  HMO)  to  cover  aged 
and  disabled;  to  gain  insights  into  the  unique  advantages  of  the 
HMO  concept  for  a  particular  target  group. 

TARGET  POPULATION:     Disabled  and/or  chronically  ill  indid- 
uals  of  any  age  and/or  elderly  individuals. 

SETTI NG :     Health  maintenance  organization. 

STAFF :     Operations  manager;  evaluation  director;  data 
analyst.     (Costs  of  additional  HMO  staff-time  required  depends 
on  number  of  subscribers.) 

AUSPI CES :     State,  county,  or  municipal  public  health  agency 

SET-UP  REQUIREMENTS:     Selection  of  target  groups.  Solicita 
tion  of  cooperation  and  support  from  local  medical  society. 
Coordination  of  planning,  implementation,  and  evaluation  with 
participating  HMO. 

STAGE  OF  DEVELOPMENT:     Kaiser  Foundation  Health  Plans  in 
Cleveland,  Ohio,  and  in  Portland,  Oregon,  have  received  Federal 
grants  to  extend  coverage.     An  HMO  subsidy  plan  is  now  being 
explored  in  Baltimore  by  Johns  Hopkins  University.  Health 
Insurance  Plan  of  Greater  New  York  (HIP)  enrolls  some  welfare 
and  Medicaid  recipients. 
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OPTIONS :     Demonstration  project  could  be  directed  to  par- 
ticular disability  or  illness;  could  be  limited  to  the  aged 
only;  could  have  an  income  restriction;  could  be  set  in  a  par- 
ticular congregate  housing  facility  or  a  particular  urban 
nei  ghborhood . 

CONSTRAI NTS :     Expensive;  payment  could  be  as  much  as  $75- 
$100  per  month  per  subscription.     Group  practices  have  already 
demonstrated  their  usefulness  for  other  groups  so  demonstrations 
geared  to  a  particular  sub-group  might  be  unnecessary. 
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SUPPLEMENTAL  FINANCIAL  ASSISTANCE 


SERV ICES :     Provide  payments  for  goods  and  services  not 
available  now  through  Medicare  or  Medicaid. 

RATIONALE :     Aside  from  some  public  assistance  programs, 
there  are  no  payment  mechanisms  which  permit  people  to  relocate, 
or  to  rent  or  buy  personal   convenience  items     or  services  that 
foster  independent  living.     Examples:  extension  telephones  in 
bedrooms,  amplifiers  on  telephone  receivers,  television  sets, 
air-conditioners,  orthopedic  beds,  etc.     Relocation  assistance 
is  available  in  some  states  to  welfare  recipients,  but  others, 
including  those  who  would  be  eligible  but  who  resist  welfare 
status,  are  left  to  their  own  resources.     As  a  result,  they 
stay  in  inadequate  housing. 

POSSIBLE  DEMONSTRATION  ISSUES:     Test  effectiveness  of  various 
strategies  for  making  payments  which  promote  use  while  curtailing 
abuse. 

TARGET  POPULATION:     Medically  indigent  (as  defined  by  the 
statel  aged/disabled  persons  and  all  other  aged  and  disabled 
with  income  and  resources  below  Medicaid  cut-off. 

SETTING:  Flexible. 

STAFF :     Director,  coordinator  of  disbursements,  data 
analyst. 

AUSPICES:     State,  county,  or  city  Medicaid  agency. 

SET-UP  REQUIREMENTS:     Establishment  of  eligibility.  Deter- 
mination of  allowable  goods  and  services.     Establishment  of 
accounting  and  disbursement  system. 

STAGE  OF  DEVELOPMENT:  Some  State  Old  Age  Assistan.ce  Pro- 
grams provide  for  purchase  of  items  not  allowed  by  Medicare  or 
Medi  cai  d. 

OPTIONS :     Target  population  could  include  all  Medicare 
enrollees  with  incomes  below  specified  amount,  e.g.   $4000  for 
a  single  individual. 

CONSTRAINTS :     Extremely  difficulty  to  isolate  the  effects  of 
providing  such  financial  assistance;  complex  administration; 
public  relations  problems;  difficult  to  set  appropriate  expendi- 
ture limits  equitably. 
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VOUCHERS 


SERVICES:     Vouchers  for  families  with  aged  or  disabled 
members  likely  to  be  institutionalized,  and  for  individuals 
needing  long-term  care  which  ordinarily  would  be  provided  in 
an  institutional  setting. 

RATI ONALE :     Medicare  and  Medicaid  payment  systems  geared 
to  established  institutions/agencies  which  can  lead  to  reliance 
on  such  providers  whether  they  are  appropriate  or  not.  Financial 
assistance  not  available  for  many  needed  services   (e.g.,  personal 
care,  meals,  housekeeping  services).     Many  elderly  and  disabled 
too  poor  to  buy  what  they  need  on  the  open  market.     If  families 
and  individuals  did  not  feel   constrained  by  programmatic  options, 
it  is  conceivable  that  they,  given  comparable  funds,  might  allo- 
cate funds  more  effectively  in  terms  of  meeting  individual  needs. 

POSSIBLE  DEMONSTRATION  ISSUES:     Determine  which  services 
are  in  the  greatest  demand  when  financial  barriers  are  lowered. 
Determine  if  recipients'   service  needs  can  be  met  more  economi- 
cally if  they  decide  independently  how  to  meet  their  needs. 
Ascertain  how  susceptible  the  voucher  scheme  is  to  fraud  and 
charlatanry.     Consumer  satisfaction. 

TARGET  POPULATION:     Disabled,  chronically  ill,  and/or 
elderly  individuals  who  do  not  have  major  mental   impairments  or 
emotional   problems,  but  who  are  likely  candidates  for  institu- 
tions.    Families  responsible  for  such  persons. 

SETTING:  Flexible. 

STAFF :     Basic  project:     full  time:     director,  administrative 
assistant,  secretary-clerk;  part-time  accountant,  research 
analyst.     Project  with  counseling  component  (see  Options):  same 
as  above  plus  one  family  counselor  for  every  30  demonstration 
participants  and  one  community  agency  coordinator. 

AUSPICES :  State  or  local  Medicaid  agency.  Voluntary  non- 
profit community  organization.  Senior  citizens'  umbrella  orga- 
nization. State  Commission  on  Aging,  if  the  project  is  limited 
to  the  elderly. 

SET-UP  REQUIREMENTS:  Basic  project:  definition  of  "fit" 
with  existing  Medicare  and  Medicaid  legislation;  contacts  with 
service  providers  to  ensure  ready  acceptance  of  vouchers;  screen- 
ing system,  including  medical  evaluation  to  select  appropriate 
participants;  tracer  system  to  check  voucher's  use;  establish- 
ment of  procedures  and  guidelines  that  can  be  easily  understood 
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by  the  participants.     Project  with  counseling  component;  compi- 
lation of  information  on  services  available  and  prevailing 
charges;  establishment  of  working  agreements  with  provider 
agencies;  counselor  training. 

STAGE  OF  DEVELOPMENT:     Medicare  and  Medicaid  vendor  payment 
strategy  similar  to  vouche r- s cheme .     Major  differences  are  con- 
straints on  use  and  complex  eligibility  requirements  for  some 
se rvi  ces . 

OPTIONS :     Basic  project:  participants  would  receive  vouchers 
and  determine  for  themselves  how  to  allocate  them.     Project  with 
counseling  component:   participants  would  receive  substantial 
counseling  on  how  to  use  the  vouchers  to  meet  specific  needs. 
Earmarked  funds:   vouchers  could  be  used  for  only  a  specified  set 
of  services  supplied  by  agency  designated  organizations/ 
individuals. 

CONSTRAI NTS :     Difficult  to  select  demonstration  partici- 
pant s ~e~a7uTFaFTyT  resistance  from  State  and  local   agencies  and 
from  helping  professionals  whose  authority  would  be  threatened; 
suppliers'   reluctance  to  bother  with  vouchers;  high  probability 
of  waste  and  of  siphoning  funds  to  quacks;  problems  in  setting 
up  systems  to  keep  track  of  voucher  disposition. 
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CONFEREES  REACTIONS  TO  THE  PROPOSED 
DEMONSTRATION  COMPONENTS 


INTRODUCTION 


Before  the  April  conference  at  The  American  University  on 
alternatives  to  institutional  long-term  care,  conferees  re- 
ceived a  package  of  materials  which  included  37  outlines  of 
possible  demonstration  projects  that  could  be  tested  singly  or 
incorporated  as  components  of  more  ambitious  large  scale  demon- 
strations.    The  outlines  appear  in  the  preceding  section  of  this 
report.     The  demonstration  outlines  were  not  presented  as 
original  or  completely  untried,  but  as  a  group  of  possible 
services  or  demonstrations  that  appeared  to  warrant  further 
exploration  via  research  and  demonstration  activity. 

The  purpose  of  the  outlines  was  to  give  the  conferees  some 
ideas  to  which  they  could  respond  before  the  meeting,  to  help 
the  conference  get  to  its  decision-making  task  as  quickly  as 
possible.     To  facilitate  this  process,  the  conferees  were  asked 
to  complete  reaction  sheets  for  as  many  of  the  ideas  as  they 
found  of  particular  interest. 

Almost  every  idea  presented  generated  at  least  one  reaction 
sheet.    As  a  group,  the  favorable  reactions  outnumbered  the  un- 
favorable by  more  than  four  to  one.     The  projects  which  drew 
the  most  positive  reactions  (before  the  conference  and  the 
opportunity  for  group  interaction)  were:     the  gerontological 
center  with  day  care  satellites,  the  day  hospital,  interim 
care,  long-term  illness  mul ti di sci pi i nary  assessment  team, 
home  care,  long-term  illness  mul ti di sci pi i nary  assessment  team, 
home  services,  and  the  long-term  illness  visiting  nurse 
practitioner. 

Summaries  of  pre-conf erence  reactions  to  these  eight  project 
outlines  follow,  as  well  as  comments  on  other  projects  to  which 
a  smaller  number  of  participants  addressed  themselves. 
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REACTIONS  TO  PROPOSED  IDEAS 
H-l  :     DAY  HOSPITAL 


Many  of  the  conferees  reacted  positively  to  the  day  hos- 
pital concept.     Not  only  was  it  a  means  for  reducing  the  cost 
of  long-term  care  by  obviating  the  need  for  institutionalization; 
the  concept  also  provided  an  excellent  alternative  to  home  care 
for  those  individuals  who  could  come  to  the  services.  Several 
respondents  expressed  the  desirability  of  patterning  the  proposed 
project  after  a  successful  British  model  which  demonstrated  that 
the  day  hospital   can  reduce  service  costs  by  obviating  the  need 
for  overnight  hospitalization  and  by  making  it  possible  to  pro- 
vide services  to  a  greater  number  of  people  in  a  community. 
Day  hospitals  have  been  used  with  marked  success  by  the  Veterans 
Administration  in  its  psychiatric  program.     Many  of  the  quite 
popular  "walk-in"  crisis  centers  and  "free  clinics"  in  the 
United  States  are  utilized  as  "day"  clinics  rather  than  "in- 
and-out"  facilities. 

A  few  respondents  took  the  position  that  the  idea  is  fea- 
sible but  not  necessarily  desirable.     To  them,  the  day  hospital 
was  just  another  form  of  out-patient  clinic  with  physical  re- 
habilitation service  stressed.     Some  of  them  thought  that  the 
idea  was  too  medically  oriented  and  possibly  too  isolated  from 
the  community.     There  were  a  few  conferees  who  stated  that  the 
proposed  idea  was  inappropriate  for  the  target  population  since 
most  aged  persons  who  are  institutionalized  (or  are  about  to 
be)  are  mentally  as  well  as  physically  impaired  and  often  do 
not  respond  to  rehabilitation.     A  few  participants  also  re- 
sponded negatively  to  the  idea  outlined,  saying  that  the  ser- 
vices were  already  available,  and  the  real  need  was  to  persuade 
third  parties  (e.g.,  Blue  Cross)  to  experiment  with  coverage 
of  day  hospital  services. 

Several  conferees  recommended  specific  ways  for  improving 
the  proposed  outlined  project.     They  thought  that  the  flexi- 
bility of  the  project  could  be  improved  by  having,  for  some 
patients,  a  mixture  of  home  and  day  hospital  care  that  would 
include  an  outreach  program  providing  counseling  and  instruction 
to  relatives  caring  for  their  elderly  and  disabled.     It  was 
also  suggested  that  the  "climate"  of  the  day  hospital  should 
be  kept  as  unlike  a  hospi  tal /nursi  ng  home  as  possible.,  by  tying 
it  to  a  social  unit  instead  of  to  a  medical  setting.  Several 
conferees  suggested  that  auspices  other  than  general  hospitals 
or  skilled  nursing  homes  (i.e.,  Health  Maintenance  Organizations, 
Homes  for  the  Aged)  be  considered.     A  few  respondents  advised 
the  deletion  of  the  nurse  administrator  and  the  addition  of 
social  worker  or  activity  administrator  to  manage  the  day 
hospi  tal . 

The  day  hospital  concept  currently  is  being  tried  by  the 
Veterans  Administration's  psychiatric  program  in  fifteen  lo- 
cations.    Results  show  that  the  day  hospital  reduces  the 
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number  of  in-patient  beds  and  the  length  of  stay.     The  Roose- 
velt hospital   in  New  York  City  is  about  to  start  a  project 
similar  to  the  outlined  demonstration  project.     Seven  years 
ago,  a  day  hospital  at  the  Saginaw  County  Hospital  in  Michigan 
was  tried  with  support  from  the  Community  Health  Project  Grants 
of  the  U.S.   Public  Health  Service. 

Many  respondents  recommended  specific  sites  to  implement 
the  proposed  idea  such  as  Baltimore  City  Hospitals,  Philadelphia 
Geriatric  Center,  and  Little  House  in  Menlo  Park,  California. 
Other  conferees  suggested  the  sites  in  general  terms  such  as 
a  geriatric  unit  of  community  involved  hospitals  (not  long-term 
hospitals),  any  community  with  an  array  of  services  available, 
and  any  hospital  with  good  rehabilitation  facility. 


*  *  *  *  * 


H-2:     EXTENDING  SERVICE  HOURS  OF  CHRONIC 
DISEASE  OUT-PATIENT  CLINIC 


Several  conferees  reacted  positively  to  the  proposed  pro- 
ject outlined.     Some  of  them  considered  it  a  way  to  solve  the 
under-uti 1 i zati on  which  is  one  of  the  gravest  problems  of  the 
chronic  care  facilities.     This  would  be  a  method  to  provide 
services  to  the  "gray"  areas  while  at  the  same  time  developing 
an  economic  rationale  for  continued  use  and  expansion  of  chronic 
care  organizations.     The  Veterans  Administration  is  planning 
to  try  this  idea  in  their  outpatient  clinics.     A  few  partici- 
pants reacted  negatively,  saying  that  outpatient  clinics  are 
by-and-large  passe. 

All  the  respondents  agreed  that  some  form  of  transportation 
system  would  be  necessary  to  help  the  group  in  need  make  use  of 
the  "off"  hours.     The  use  of  " non- regu 1 ar"  staff  (interns, 
students,  etc.)  was  also  suggested  since  they  were  regarded  as 
more  likely  to  free  themselves  for  off-duty  employment.     A  few 
respondents  envisioned  the  use  of  a  combination  of  scheduled 
programs  (e.g.,  health  and  consumer  education)  during  waiting 
time,  as  well  as  provision  for  professional   counseling  services. 
Since  many  urban  neighborhood  organizations  are  in  the  process  of 
operating  facilities  along  the  lines  of  the  Health  Maintenance 
Organization  concept,  a  few  conferees  thought  that  the  incorpor- 
ation of  extended  service  hours  into  an  HMO  would  have  great  merit. 
Others  recommended  such  a  service  for  the  Veterans  Administration 
outpatient  clinics  in  large  cities.     However,  a  few  respondents 
felt  that  an  urban  setting  was  not  appropriate  because  of  the 
potential  client's  fear  of  going  out  at  night,  which  in  turn 
would  inhibit  the  development  of  a  reliable  appointment  system. 
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H-3:     GERIATRIC  MOBILE  MEDICAL  SERVICE 


Several  conferees  thought  the  idea  of  a  mobile  medical 
service  was  feasible  and  worth  a  try,  since  it  has  the  virtue 
of  bringing  services  to  a  target  group  which  finds  both  travel 
and  change  difficult.     A  few  conferees  suggested  the  addition 
of  a  comprehensive  home  care  and  geriatric  outreach  program 
for  maintenance  and  case  finding  between  visits  by  the  mobile 
servi  ce . 

A  few  respondents  reacted  negatively  to  the  idea  because 
past  experience  has  shown  that  mobile  diagnostic  services  run 
into  severe  problems  in  the  area  of  financing,  staffing,  and 
utilization.     There  also  are  indications  that  it  is  exceedingly 
difficult  to  provide  adequate  follow-up  for  treating  conditions 
revealed  in  screening.     The  solution  suggested  is  to  form  a 
geriatric  team  to  serve  the  "hidden"  population  from  stations 
in  a  variety  of  different  areas  and  have  these  teams  moved  from 
time  to  time. 


■*  *  *  *  * 


H-4:     GERONTOLOGICAL  CENTER  WITH  DAY  CARE  SATELLITES 


This  project  received  very  favorable  reactions  from  at 
least  half  of  the  conferees.     Many  expressed  their  feeling  that 
such  an  approach  is  an  essential  first  step  in  developing  total 
systems  based  on  the  "conti nuum"of  care    concept  in  this  nation. 
The  feeling  was  that  the  health  care  delivery  "system"  is  now 
ready  to  coordinate  multiple  services  such  as  those  proposed 
for  the  elderly. 

The  project  was  recognized  as  very  costly.     Some  suggested 
conjoint  funding;  others  felt  it  would  be  more  economical  to 
put  together  "existing  pieces"  in  a  community.     A  few  conferees 
went  further  and  suggested  that  it  should  become  a  total  package 
reflecting  the  efforts  of  all   levels  of  government,  including 
a  wide  variety  of  programs  and  perhaps  tied  in  with  a  residential 
center  for  the  elderly. 

Some  respondents  emphasized  that  the  concept  of  the  center 
should  not  only  provide  some  services  but,  more  importantly, 
should  be  a  one-stop  "shopping  center"  for  aged.     At  present, 
there  are  no  large-scale  centers  in  the  country  which  include 
all  aspects  of  living,  training,  learning,  health,  research, 
etc.     Conferees  emphasized  that  the  center  should  be  far  more 
than  another  National   Institute  of  Health's  center;  it  should 
be  more  agressively  concerned  with  the  needs  of  the  target  popu- 
lations.    A  few  respondents  advised  broadening  the  target  popu- 
lation to  include  the  adolescent  and  young  adult  handicapped. 
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The  geriatric  unit  at  Mount  Sinai   City  Hospital  Center, 
Elmhurst,  New  York,  is  in  the  early  stages  of  developing  such 
a  center  involving  a  focal  geriatric  unit  and  the  community 
health  system  for  support  of  the  "marginal  elderly"  in  the 
community.     A  few  respondents  suggested  that  Baltimore  City 
Hospital  would  be  an  excellent  site  for  such  a  venture.  This 
hospital  already  has  all  the  needed  levels  of  care,  an  adequate 
physical  plant,  and  a  variety  of  programs  including  a  community 
group  health  practice.     Further,  it  is  in  the  inner  city  and 
currently  is  the  location  of  a  research  center  for  the  hard 
science  aspects  of  aging.     Other  conferees  recommended  the 
National  Medical  Foundation  of  Washington,  D.C.  as  the  auspic- 
ing  organization  for  the  proposed  project;  a  few  other  respon- 
dents indicated  that  the  Philadelphia  Geriatric  Center  could 
develop  and  manage  a  demonstration  project  based  on  the  idea 
outlined. 

A  few  respondents  considered  the  proposed  idea  good  but 
not  feasible,  because  it  would  be  almost  impossible  to  bring 
together  the  different  agencies  and  even  harder  to  make  the 
different  groups  work  jointly. 


*  *  *  *  * 


H-5:     INTERIM  CARE 


Many  respondents  reacted  favorably  to  the  idea  of  interim 
care  because  they  perceived  a  desperate  need  for  this  kind  of 
program.     It  would  solve  a  severe  problem  of  many  self-support- 
ing families:     the  need  to  take  a  break  from  caring  for  their 
elderly,  ill  parent(s).     Families,  friends  of  patients,  and 
health  workers  who  do  not  have  this  "alternative"  available  to 
them,  turn  to  the  only  available  solution,  the  long-term 
facility.     The  "modern  nursing  homes"  would  welcome  such  a 
program,  according  to  some  conferees;  both  their  staff  morale 
and  community  status  would  be  raised. 

To  enhance  the  success  of  the  proposed  project,  some  re- 
spondents suggested  that  it  should  be  combined  with  other 
services  (i.e.,  day  hospital)  and  with  community  programs  to 
prevent  over-use  and  abuse.  They  advised  careful  monitoring 
of  a  program  of  this  type.  A  few  respondents  suggested  that 
the  maximum  stay  be  raised  to  eight  weeks  rather  than  the  two 
suggested  in  the  outline  in  the  appendix. 

Some  reacted  negatively  to  the  idea  because  they  felt  it 
would  require  a  complete  re-education  of  both  the  public  and 
the  private  sector  towards  the  use  of  the  nursing  home 
facilities.     If  it  were  to  be  implemented  without  an  extensive 
education  effort,  the  result  would  be  a  continuation  of  the  mis- 
use of  nursing  homes  which  would  further  strengthen  the  current 
non-system  aspect  of  long-term  care. 
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H-6:     MOBILE  MULTISERVICE  UNIT 


A  few  conferees  thought  the  mobile  multiservice  unit  demon- 
stration might  focus  on  how  to  cluster  the  services  to  be  pro- 
vided.    For  example,  one  unit  could  provide  the  more  frequently 
used  services,  and  other  unit,  the  less  used  services.  Some 
respondents  felt  that  it  would  be  more  appropriate  to  develop 
"mobile"  professional   teams  operating  in  s emi - permanen t  locations 
throughout  a  state  or  region.     These  teams  could  move  from  lo- 
cation to  location  on  a  periodic  basis.     During  those  times  when 
the  full  team  is  elsewhere,  a  "skeleton"  crew  could  provide 
crisis  care. 


H-7:     NIGHT  HOSPITAL 


The  few  respondents  who  made  positive  comments  about  the 
night  hospital  thought  that  many  older  people  really  need  this 
service.     They  suggested  that  this  service  should  be  tied  to 
existing  facilities  and  programs  (i.e.,  day  hospital,  out- 
patient clinics),  and  that  there  must  be  a  heavy  social  service/ 
clinical  component  built-in  for  both  the  patient  and  family. 
If  not,  this  service  could  become  an  evening  "depository" 
similar  to  the  use  made  of  nursing  homes. 


*  *  *  *  * 


H-8:     NURSE  MANAGED  CLINIC 


Several  respondents  reacted  enthusiastically  about  this 
idea  and  regarded  it  as  the  "wave  of  the  future."     They  felt 
that  efforts  should  be  mobilized  around  a  facility  which 
utilizes  the  extensive  skills  and  dedication  of  the  nursing 
component.     Some  felt  the  proposed  project  should  be  expanded 
to  care  not  only  for  the  elderly,  but  children  and  pregnant 
females.     A  few  respondents  recommended  tying  in  the  training 
and  certification  of  geriatric  nurses  with  the  development  of 
the  nurse  managed  clinic.     Other  conferees  suggested  a  service 
element  which  could  educate  users  to  the  non-physician  service. 

A  few  respondents  pointed  to  studies  which  have  shown  that 
nurses  in  skilled  and  intermediate  care  nursing  homes  are  carry- 
ing the  burden  of  the  service  load;  it  is  therefore  logical 
that  such  nurses  could  effectively  manage  a  relatively  sophis- 
ticated clinic.     In  Chapel  Hill,  North  Carolina,  a  somewhat 
similar  demonstration  project  is  in  the  first  stages  of 
devel opment . 
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H-9:     GERIATRIC  HEALTH  ASSOCIATE 


Several  respondents  thought  that  training  a  geriatric 
health  associate  was  important  but  that  the  concept  should  be 
expanded  to  include  non-medical  personnel.     A  few  conferees 
suggested  the  addition  of  a  training  component  in  the  areas  of 
health  administration,  nursing  home  administration,  geriatric 
nursing,  social  geriatrics,  etc.     Generally,  they  observed  that 
existing  training  programs  are  fragmented  among  a  variety  of 
settings  including  medical  schools,  schools  of  nursing,  schools 
of  social  work,  etc.     A  program  such  as  this  one  could  be  de- 
veloped in  a  campus  setting  with  multi-colleges,  such  as  the 
downtown  Baltimore  campus  of  the  University  of  Maryland  with 
its  schools  of  nursing,  medicine,  social  work,  pharmacy,  dentis 
try  and  law. 

A  few  respondents  suggested  that  possibly  railway  hospital 
associations  (i.e.,  Southern  Pacific  Hospital  Association)  that 
have  a  disproportionate  number  of  elderly  enrollees  would  be 
interested  in  auspicing  such  a  project. 


*  *  *  *  * 


H-10:     LONG-TERM  ILLNESS  MULTI DISCI PLI NARY  TEAM 


Many  respondents  regarded  the  long-term  illness  multidis- 
ciplinary  team  as  not  only  feasible  but  absolutely  necessary 
for  the  viability  of  any  system  of  alternatives.     They  felt 
that  patients  and  families  must  have  a  "partner"  in  their 
efforts  to  find  and  utilize  alternatives.     Furthermore,  this 
type  of  approach  could  alleviate  manpower  problems  and  regen- 
erate interest  in  geriatric  care. 

To  become  effective,  a  program  such  as  this  has  to  be 
developed  in  an  area  where  services  are  available.     It  must 
be  elaborated  far  beyond  the  current  screening  and  evaluation 
programs  currently  in  use.     Dr.   Paul  Densen  at  Harvard  Uni- 
versity has  a  large  demonstration  grant  from  the  National 
Center  for  Health  Services  to  develop  patient  assessment 
techniques  and  to  field  test  them  for  feasibility.  According 
to  a  few  conferees,  on-going  programs  (e.g.,  some  in  Baltimore 
City)  aiming  at  assessing  patient  needs  are  narrowly  focused 
and  so  heavily  medically  based  that  the  social  service  compon- 
ent is  in  effect  excluded.     Some  conferees  suggested  that  a 
prototype  program  should  emphasize  the  collection  of  data  on 
unmet  needs  in  order  to  document  proposals  for  developing  new 
services.     A  few  respondents  suggested  a  hospital  as  a  strategi 
location  for  such  an  assessment  and  planning  function,  because 
the  hospital's  specialists  could  be  made  available  for  infor- 
mation and  planning  at  an  early  stage  of  the  patient's  hospital 
stay,   if  chronic  disability  is  forecast. 
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A  few  respondents  regarded  the  outlined  idea  as  difficult 
to  implement  because  it  would  require  close  coordination  of 
a  variety  of  professionals,  institutions,  and  service  faci- 
lities, e.g.,  transportation. 


*  *  *  *  * 


H-ll:     LONG-TERM  ILLNESS  VISITING  NURSE  PRACTITIONER 


Many  conferees  reacted  positively  to  this  idea;  some  even 
stated  "there  is  a  desperate  need  for  this  kind  of  program." 
A  few  respondents  commented  that  at  present  many  of  the  "margi- 
nal" elderly  are  maintained  in  the  community  because  of  the 
visiting  nurse  service,  implying  that  further  extension  of  the 
visiting  nurse  role  is  likely  to  lead  to  a  successful  "alter- 
native" to  institutional  care. 


H-12:     OUTREACH  ADVOCATE  WORKER 


A  few  conferees  considered  this  idea  particularly  signifi- 
cant for  ethnic  groups  for  whom  communication  is  a  problem.  The 
advocate  worker  is  being  utilized  in  a  variety  of  other  settings 
throughout  the  country  including  housing,  legal  services, 
nutrition,  etc.     Some  of  the  respondents  suggested  the  recruit- 
ment of  students  in  schools  of  social  work  for  training  with 
special  emphasis  upon  uncovering  and  serving  the  hard-to-reach 
client,  particularly  the  aged  and  similar  program  funded  by  the 
Department  of  Labor  is  underway  in  San  Francisco's  Chinatown. 


*  *  *  *  * 


H-13:     OUTREACH  DENTAL  THERAPIST 


A  few  respondents  regarded  this  idea  as  a  relatively  in- 
expensive method  of  improving  the  general   level  of  dental 
health  care. 
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HC-1:     GROUP  COUNSELING  FOR  FAMILIES  CARING 
FOR  ELDERLY  OR  DISABLED 


Some  conferees  encouraged  the  development  of  group  coun- 
selors, while  others  had  difficulty  forseeing  the  utility  of 
such  a  program  unless  some  form  of  family  financial  support 
were  provided.     Others  suggested  that  a  program  of  this  type 
should  be  tied  to  an  on-going  service  delivery  program.  Some 
suggested  that  provision  be  made  for  sitters  for  either  the 
elderly  or  disabled  dependent  or  the  young  children  of  families 
caring  for  an  older  individual. 


*  *  *  *  * 


HC-2:     HOME  SERVICES 


Several  conferees  thought  this  a  most  desirable  concept  to 
reach  the  primary  objective  of  helping  individuals  live  in  a 
normal  atmosphere-- thei r  own  home  if  possible.     However,  they 
felt  the  supportive  services  described  should  be  built  in  to 
a  broader  system  providing  a  continuum  of  in-home  services, 
from  intensive  health  care  to  social  services.     Some  said  the 
proposed  project  would  have  complexities,  but  the  combination 
of  services  geared  to  individual  needs  would  "put  it  together" 
for  the  client.     A  few  conferees  had  some  reservations  about  the 
feasibility  of  the  outlined  project.     They  recommended  that 
it  should  be  tied  to  an  existing  operation  (i.e.,  home  for  the 
aged)  with  experience  and  demonstrated  service  delivery  capa- 
bility rather  than  starting  a  new  organization.     Some  felt  that 
the  base  should  have  both  research  and  service  capability,  e.g., 
Philadelphia  Geriatric  Center. 

A  few  of  the  respondents  suggested  that  all  the  services  to 
be  provided  in  the  proposed  program  must  have  health  orientation, 
because  needs  usually  arise  for  health  or  medical  reasons. 
Therefore,  special  diets  must  be  provided.     Chore  services  could 
be  tested  out  independently  as  a  service  but  still  tied  into  a 
home  care  program.     Many  homemaker-Home  Health  Aide  Services 
provide  supportive  services  to  home  care  patients.     The  main 
problem  is  reimbursement.     It  was  also  recommended  that  the 
experience  of  the  Benjamin  Rose  Institute  be  studied  in  detail 
before  undertaking  the  proposed  project. 


1 1 1 -82 


HC-3:     INDIVIDUALIZED  LONG-TERM  CARE  PLANNING 


Several  conferees  regarded  individualized  long-term  care 
planning  a  necessity  "if  we  are  to  begin  making  some  sense  out 
of  the  maze  of  problems  which  are  faced  by  the  family  with  an 
aged  relative  requiring  long-term  care."     A  centralized  agency 
or  team  independent  of  any  existing  agency  (perhaps  an  ombuds- 
man), could  be  made  responsible  for  providing  the  family  with 
screening  assistance,  evaluation,  and  placement,  as  well   as  for 
keeping  a  daily  track  of  available  beds  at  all  care  levels. 

A  few  conferees  mentioned  that  the  lack  of  programs  such  as 
this  has  contributed  to  the  severe  problems  surrounding  the 
nursing  home  industry.     There  is  no  centralized  source  to  which 
individuals  can  turn  for  complete  and  factual   information  con- 
cerning long-term  care. 


S-l  :     COMMUNAL  HOMES 


Several  conferees  reacted  favorably  to  this  idea.  Many 
noted  that  in  most  cities  many  old  and  large  hotels  are  almost 
entirely  occupied  by  the  elderly  despite  the  fact  the  care  and 
support  system  is  nil.     They  felt  the  proposed  living  scheme 
would  fit  well   into  the  hotel  situation.     They  also  suggested 
that  a  live-in  staff  person  be  available  to  provide  maintenance 
and  some  personal  services  to  the  residents. 


*  *  *  *  * 


S-2:     HOUSING  ENCLAVES  FOR  THE  DISABLED 


"The  notion  of  'segregated  housing'   for  the  elderly  and/or 
disabled  within  the  total  communities  is  still  an  unproven  idea 
and  we  must  continue  to  experiment  with  a  variety  of  mechanisms. 
This  statement  summarizes  the  reaction  to  the  outlined  idea  by 
a  few  respondents.     They  suggested  that  such  a  project  could  be 
developed  under  the  auspices  of  a  community-based  citizens 
group  with  close  links  to  a  regional  housing  authority  or  a 
geriatric  center  experienced  in  providing  services  and  shelter. 
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SR-2:     MULTIPROGRAM  DAY  CARE  CENTER 


Several  conferees  reacted  favorably  to  this  outlined  pro- 
ject.    They  thought  that  the  time  was  right  for  expanding  the 
multipurpose  service  center  to  a  day  care  center  where  the  in- 
dependent elderly  or  those  living  with  relatives  or  friends 
could  spend  the  day  engaged  in  meani  ngf u 1  activities.  The 
basics  for  this  project  are  already  available.     Some  long-term 
care  facilities  have  "congregate"  facilities  where  out-patient 
programs  for  the  elderly  can  be  provided  (i.e.,  Levindale  Hebrew 
Home  for  the  Aged,  Baltimore,  Maryland). 


*  *  *  *  * 


SR-3:     PERSONAL  CARE  CENTER 


A  few  conferees  considered  this  feasible  and  desirable. 
They  felt  it  should  be  tried  because  it  is  innovative,  might 
build  up  morale,  and  would  provide  a  kind  of  group  therapy. 
They  suggested  attaching  it  to  an  on-going  recreation  center 
located  near  a  shopping  center  or  housing  project  for  the 
elderly. 


*  *  *  *  * 


1-2:     MODEL  INFORMATION  AND  REFERRAL  SYSTEM 


Because  the  Social  Security  Administration  is  now  develop- 
ing new  kinds  of  information  and  referral  services  in  its  Dis- 
trict offices,  some  conferees  noted  that  projects  like  this 
might  be  facilitated. 


*  *  *  *  * 


F-l :     AID  AND  ATTENDANCE 


Several  conferees  reacted  positively  to  this  idea  since 
the  cost  of  caring  for  an  elderly  disabled  individual   is  too 
great  for  some  families;  institutionalization  then  becomes  an 
economic  necessity.     Some  of  the  respondents  recommended  con- 
trols (i.e.,  a  review  team  which  also  acts  as  consultant  to  the 
family  for  management  of  the  disabling  condition)  in  order  to 
make  sure  that  the  financial  assistance  is  restricted  to  appro- 
priate situations. 
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CHAPTER  III 

CONFEREES'   SUGGESTIONS  FOR  OTHER  APPROACHES 
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CONFEREES 1  SUGGESTIONS  FOR  DEMONSTRATION  PROJECTS 


In  addition  to  reacting  to  those  demonstration  project/ 
service  ideas  outlined  by  the  AU-DETRI  staff,  the  conferees 
were  also  asked  to  outline  their  own  ideas  for  projects  they 
felt  merited  support. 

These  outlines  are  presented  with  a  minimum  of  editing  in 
the  following  section.     Some  conferees  elected  to  sign  the 
outlines;  others  did  not.     No  attempt  has  been  made  to  determine 
authorship  of  those  that  were  unsigned. 


CONTENTS 

Home  for  the  Severely  Physically  Disabled 
Geriatrics  Ombudsman  Center 

Health  Maintenance  Center  for  the  Elderly:     A  Chronic  Care 
Center 

Community  Services  Complex 

The  Geriatric  Unit:     In-Hospital  and  Community  Coordination 
of  Health  Care 

Comprehensive  Service  for  Teen-Age  and  Young  Adult  Disabled 

National  Survey  of  Population  at  Risk 

C  ommuna 1  Fami ly 

Crisis  Family  Counseling 

Seni  ors 1  Trai 1 ers 

Service  Club  Program  Package 

Develop  Supportive  Service  Data  Base 

Buy-In  to  Veterans  Administration  Services  for  Paralyzed 
Civilians 

Inter-Disciplinary  Case  Finding  Training 
Satellite  Rural  Health  Facility 
Operation  Match 

Experimental  Support  Services  Rider  to  Health  Insurance  Policy 
Service  Corps  Within  a  Retirement  System 
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HOME  FOR  THE  SEVERELY  PHYSICALLY  DISABLED 


SERVICE 

Home  for  5-15  disabled  adults,  either  employable  or  employed, 
but  physically  unable  to  perform  activities  of  daily  living. 

RATIONALE 

Many  severely  disabled  today  can  work,  but  cannot  perform 
many  activities  of  daily  living,  e.g.,  dressing,  transfers,  hy- 
gienic care.     The  difficulty  and  cost  of  employing  an  attendent 
are  often  prohibitive.     Although  income  is  often  greater  than 
the  Medicaid  limit,  the  difficulties  and  costs  of  obtaining 
services  often  prevent  an  individual  from  working.  Most 
assistance  is  required  during  the  morning  and  evening.  Cooper- 
ative use  of  an  attendant  would  substantially  reduce  the  cost 
per  individual. 

TARGET  POPULATION 

Severely  disabled  adults  either  employed  or  with  employ- 
ment potenti  a  1 . 

SETTING 

District  of  Columbia  metropolitan  area,  preferably  down- 
town Washington. 

STAFF 

Attendants  for  nursing  and  evening  duties;  cook;  house- 
keeper. 

AUSPICES 

Cooperatively  managed  by  residents. 
SET-UP  REQUIREMENTS 

House  free  from  architectural  barriers. 

STAGE  OF  DEVELOPMENT 

Since  1964,  the  University  of  Maryland  has  sponsored  a 
similar  project  housing  five  disabled  students,  attendants, 
and  cook/housekeeper.     Non-disabled  students  also  live  in  the 
house.     The  cost  per  student  is  $240  monthly. 

OPTIONS 

Provide  transportation  (van-type  truck) 
CONSTRAINTS 


Conflict  between  possible  level  of  income  and  current 
subs  i  dy . 
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GERIATRICS  OMBUDSMAN  CENTER 
(Suggested  by  Frank  F.  Furstenberg) 


SERVICE 

Monitor  on-going  program  for  efficiency,  sensitivity,  qual- 
ity and  effectiveness. 

RATIONALE 

Without  monitoring  by  consumer  ombudsmen  with  a  stake  in 
effective  service,  agencies  delivering  services  to  older  persons 
become  bureaucratic  and  insensitive.     The  proposed  idea  would 
be  a  "direct"  line  for  older  persons  and  their  families  to  get 
immediate  answers  and  to  become  aware  of  needs. 

TARGET  POPULATION 

The  entire  older  population. 
SETTING 

Urban  or  rural. 
STAFF 

Social  worker,  physician  consultant.     In-service  training 
for  older  persons  who  volunteer  from  Golden  Age  groups  to  work 
part-time  or  full-time  on  a  paid  basis. 

AUSPICES 

Should  be  independent  of  public  agencies.     Perhaps  attached 
to  hospital  or  multipurpose  geriatric  center. 

SET-UP  REQUIREMENTS 

Train  staff  -  Use  multimedia  techniques  to  train  older 
persons . 

STAGE  OF  DEVELOPMENT 

None . 
OPTIONS 

Professional  staff  formed  largely  by  consumers. 
CONSTRAINTS 

Provider's  acceptance. 
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HEALTH  MAINTENANCE  CENTER  FOR  THE 
ELDERLY.     A  CHRONIC  CARE  CENTER 
(Suggested  by  John  Smith;  summarized  by  the  AU-DETRI  staff) 

SERVICE 

A  continuum  of  care  using  a  nursing  home  as  the  core  facility 
Comprehensive  medical,  nursing,  social,  dental  and  rehabilitation 
services  for  in-patients,  out-patients,  day  care  center  clientile 
and  residents  of  a  dwelling  built  as  part  of  the  center  complex. 
Mu 1 ti di sci pi i nary  therapeutic  team  practice.  Pharmaceutical 
services,  personal  and  family  counseling.     Recreational  activ- 
ities.    Home  health  services  for  participants  in  the  out-patient 
clinic.     Outreach  activities.     Meals.  Transportation. 

RATIONALE 

Chronic  illness  has  been  a  neglected  aspect  of  medical  care. 
Nursing  homes  can  be  effectively  used  in  promoting  self-suf- 
ficiency and  independent  living  among  the  elderly  and  at  the 
same  time  in  reducing  the  cost  of  care  and  the  incidence  of  un- 
necessary placement  and  the  length  of  stay  in  institutions. 

TARGET  POPULATION 

All   individuals  over  60  years  of  age  residing  in  Front 
Range  Metropolitan  Denver  and  Clear  Creek  Valley,  Colorado. 

SETTING 

The  "Highlands"  operated  by  the  Ladies'   Relief  Society  of 
Denver,  a  non-profit  agency. 

STAFF 

Planning  staff:     A  managerial  consultant,  a  registered 
nurse,  a  community  development  specialist. 

Therapeutic  team:     Administrative  and  full  time  supervisory 
personnel  which  will  constitute  the  core  team  under  the  direc- 
tion of  the  Center's  medical  director.     Nursing  staff  to  meet 
the  Federal  and  State  regulations.     Social  Service  Coordinator; 
Community  Relations  Director,  Day  Care  Center  Director;  re- 
creational aides;  occupational  therapist;  physical  and  speech 
therapist;  volunteer  coordinator;  maintenance  and  food  services 
personnel . 

AUSPICES 

The  Ladies'   Home  of  Denver,  Colorado. 
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STAGE  OF  DEVELOPMENT 


The  Ladies'   Home  of  Denver  is  planning  to  start  on  or  about 
September  1,  1972,  the  following  constructions:     (a)  a  multi- 
level  in-patient  care  unit  of  60  bed  capacity  to  replace  the 
present  25  bed  nursing  care  unit;   (b)  an  out-patient  clinic  on 
the  garden  level  of  the  above  complex  (scheduled  for  completion 
late  in  1973). 

OPTIONS 

Home  health  services.    Apothecary,  beauty  and  barber 
services. 

CONSTRAINTS 

"Team  building"  difficulties  among  health  care  professionals. 
The  reluctance  of  the  health  care  professionals  to  include  the 
patient  as  part  of  the  team. 


*  *  *  *  * 


COMMUNITY  SERVICES  COMPLEX 
(Suggested  by  Leonard  Gottesman) 

SERVICE 

Meal  delivery,  scheduled  activities,  occupational  therapy, 
medical  consultants,  dental  services,  counseling,  coordination 
of  community  services,  community  lounge,  telephone  hot  line, 
transportation,  home  health  care  services,  day  care  center, 
short  term  in-patient  care,  out-patient  services,  minor  repairs, 
etc . 

RATIONALE 

Less  expensive  to  provide  multiple  services  from  existing 
base.     Small  numbers  of  people  in  any  one  area  need  each  ser- 
vice.    People  best  served  in  own  community.     High  concentra- 
tions of  very  skilled  persons  already  exist  and  could  be  used 
more  effectively.     Institutions  will  be  used  less  if  workers 
view  role  as  community  services  complex. 

TARGET  POPULATION 

All  people  in  a  given  area  who  are  old  and  ask  for  services. 
Includes  those  who  are  potential  institutional  candidates  and 
those  who  need  preventive  care. 

SETTING 

Large  existing  service  center  e.g.,  Philadelphia  Geriatric 
Center. 
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STAFF 


Regular  institutional  staff  (which  will  cost  less  because 

it  is  shared);  director  of  center;  advocates;  drop-in  center 

staff;  driver;  home  helps  (community  residents,  older  people, 
volunteers,  school  kids). 

AUSPICES 

Existing  funding  services. 
SET-UP  REQUIREMENTS 

Community  survey  to  determine  needs.  Publicity. 
STAGE  OF  DEVELOPMENT 

Demonstration  proposed  by  Philadelphia  Geriatric  Center. 
OPTIONS 

Service  list  can  be  expanded  or  reduced  to  meet  catchment 
area  needs. 

CONSTRAINTS 

People  may  not  ask  for  needed  services.  More  professionals 
may  be  needed.     People  may  object  to  institutional  base. 


THE  GERIATRIC  UNIT:     IN-HOSPITAL  AND 
COMMUNITY  COORDINATION  OF  HEALTH  CARE 
(Suggested  by  Leslie  S.   Li  bow) 

SERVICE 

A  distinct  unit  within  an  acute  hospital  (particularly 
municipal  hospital),  which  focuses  on  the  post-acute  phase 
of  illness  of  all  elderly.     Specially  oriented  care  e.g.,  re- 
habilitation, self  administration  of  medications,  visiting 
nurse  services,  social  services,  housing  relocation  and  main- 
tenance services,  transportation. 

RATIONALE 

Elderly  patients  admitted  to  a  hospital  are  unlikely  to 
return  home  unless  given  a  2  weeks  to  3  months  exposure  to  the 
mentioned  specially  oriented  care.     The  hospital  can  be  a 
teacher  in  developing  new  and  community  related  health  services. 
The  municipal  hospital   is  particularly  suited  for  such  a  role 
because  of  its  heavy  involvement  with  the  elderly  as  in-patients. 
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TARGET  POPULATION 

The  elderly  in  a  clearly  defined  "catchment"  area. 
SETTING- 

Urban:     New  York  City  (Mount  Sinai;  City  Hospital  Center 
at  Elmhurst,  New  York);  Baltimore  (e.g.,  Baltimore  City 
Hospital). 

STAFF 

Mu  1  ti  di  sci  pi  i  nary :     Geriatricians,  nurses,  visiting  nurses, 
coordinator  and  health  planner,  social  worker,  physical  thera- 
pist, etc. 

AUSPICES 

See  Setting. 

SET-UP  REQUIREMENTS 

Programs  are  already  in  existance  to  some  extent.  They 
need  additional  personnel  for  community  work  (e.g.,  medical 
doctors,  health  planners,  liaison  with  nursing  homes,  etc.). 

STAGE  OF  DEVELOPMENT 

At  Mount  Sinai  City  Hospital   (NYC),  early  phase  of  com- 
munity involvement  is  in  progress. 

OPTIONS 

Survey  of  needs  of  population  involved.     Availability  of 
services  in  the  community  and  extent  of  use. 

CONSTRAINTS 

The  current  health  system.     Difficulties  in  coordinating 
health,  social  and  related  services. 
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COMPREHENSIVE  SERVICE  FOR  TEEN-AGE 
AND  YOUNG  ADULT  DISABLED 
(Suggested  by  Sherwood  Messner) 

SERVICE 

Comprehensive  medi cal, educati onal ,  vocational,  recreational, 
social  services,  etc. 

RATIONALE 

Almost  total  lack  of  services  for  this  population. 
TARGET  POPULATION 

Teenage,  young  adult  disabled  who  are  not  working. 
SETTING 

Propose  demonstration  in  five  different  settings  with 
variety  of  characteristics:     geographical,  population,  etc. 

STAFF 

Primarily  an  advocate. 
AUSPICES 

Voluntary  agency. 

SET-UP  REQUIREMENTS 

Advocate  (staff)  should  have  access  to  funds  that  could 
be  used  to  help  individuals  purchase  needed  services  that 
are  available  or  to  help  develop  new  services. 

STAGE  OF  DEVELOPMENT 

California  has  three  area  services  on  demonstration  basis. 

CONSTRAINTS 

Very  costly  at  the  beginning.     Probably  there  will  be 
savings  in  the  long  run. 
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NATIONAL  SURVEY  OF  POPULATION  AT  RISK 
(Suggested  by  Sylvia  Sherwood) 

SERVICE 

Somewhat  similar  to  the  recent  National  Nutrition  Survey. 
Diagnostic-evaluation  plus  research  determination  of  types  of 
problems  and  alternatives  being  selected  by  persons  in  need  of 
long-term  care. 

RATIONALE 

Almost  all  the  questions  listed  under  Issues  below  need  the 
proposed  base  of  information  in  order  to  be  answered  objectively. 
While  opinions  are  rampant  and  information  is  available  from 
studies  of  such  populations  in  institutions  or  persons  using 
available  resources,  little  is  known  on  a  systematic  basis  of 
the  extent  of  the  need,  the  solutions  that  are  made,  whether 
the  persons  seeking  help  are  the  most  needy,  etc. 

TARGET  POPULATION 

Elderly  and  physically  impaired  (chronically  ill)  adults 
in  population,  particularly  in  low  socio-economic  areas  (rural 
and  urban). 

SETTING 

Representative  areas  in  various  parts  of  the  U.S.  (prefer- 
able a  random  sample  of  areas). 

STAFF 

Inter-disciplinary  clinical  team  interviewers. 

AUSPICES     (Suggest  specific  organizations/individuals) 

SRS,  public  health  services,  geriatric  centers,  uni- 
versities with  specialties  in  handicapped  and  aging. 

CONSTRAINTS 

Primarily  economic.     Such  a  survey  would  be  very  expensive. 
The  respondents  as  well  as  the  interviewers  would  need  to  be 
paid. 
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COMMUNAL  FAMILY 
(Suggested  by  Delwin  Anderson) 

SERVICE 

Small  group  to  function  as  a  reconstituted  family  of  ambu- 
latory aged  with  compatible  living  styles  and  interests  and  a 
mix  of  abilities  and  talents  which  in  combination  would  pro- 
vide a  situation  of  mutual  self-sufficiency. 

RATIONALE 

Many  able-bodied  aged  live  alone  and  in  comparative  iso- 
lation.    Their  remaining  talents  for  group  interaction,  mutual 
help,  sense  of  worth,  etc.,  could  find  expression  in  small, 
intimate  family  group  setting. 

TARGET  POPULATION 

Ambulatory,  fairly  able-bodied,  retired  in  an  area  with 
high  density  of  retirees. 

SETTING 

Family  dwelling. 

STAFF 

Social  worker  with  group  work  and  community  organization 
skills;  office  manager;  technical  consultants. 

AUSPICES 

Advisory  board  of  retirees  selected  for  their  backgrounds 
in  law,  nursing,  dietetics,  social  worker,  management,  etc. 
Sponsor  could  be  church  group,  senior  citizens  organization. 

SET-UP  REQUIREMENTS 

Community  should  have  a  sizeable  group  to  draw  from  for 
advisory  board  participants.     Community  should  have  available 
health  and  social  services. 

STAGE  OF  DEVELOPMENT 

None . 

OPTIONS 

Strong  linkage  with  established  agencies. 
CONSTRAINTS 

Community  reaction  to  non-traditional,  communal  type  living 
arrangement.     Selection  of  participants  (i.e.,  criteria)  to 
remain  in  group. 
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CRISIS  FAMILY  COUNSELING 


SERVICE 

Counseling  for  families  of  geriatric  patients  currently 
hospital  in-patients  (short-term  patients). 

RATIONALE 

Need  for  caretakers/families  to  be  aware  of  health  and 
community  resources  for  caring  for  patient  at  home,  alternatives 
if  home  care  not  possible,  provisions  of  Medicare  and  Medicaid. 
Short-term  hospitalization  is  usually  crisis  oriented.  Coun- 
seling and  knowledge  of  community  resources  may  be  particularly 
helpful  at  this  time. 

TARGET  POPULATION 

Families/caretakers  of  geriatric  patients,  currently  hos- 
pital in-patients. 

SETTING 

Hospital. 

STAFF 

Social  worker(s),  nurse,  physical   therapist,  physician,  if 
possible. 

AUSPICES 

Social  service  department  of  hospital,  if  possible. 
SET-UP  REQUIREMENTS 

Training  of  group  for  conduct  of  sessions. 
STAGE  OF  DEVELOPMENT 

None . 
CONSTRAINTS 

Getting  families  to  attend  counseling  sessions  during  a 
c  r  i  s  i  s  p  e  r  i  o  d . 
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SENIORS'  TRAILERS 
(Suggested  by  D.  Lit) 

SERVICE 

Rental  or  loan  of  low-cost  trailers  to  house  aged  relatives 
on  property  of  a  grown  child. 

RATIONALE 

Aged  person  can  be  disruptive  i_n  home,  but  needs  to  be 
near  a  family  member.     Separate  trailer  may  be  answer  in  rural 
area . 

TARGET  POPULATION 

Aged  people  with  grown  children  living  on  farms. 
CONSTRAINTS 

Trailers  may  be  regarded  as  detrimental  to  the  appearance 
of  the  neighborhood. 


*  *  *  *  * 


SERVICE  CLUB  PROGRAM  PACKAGE 
(Suggested  by  D.  Lit) 

SERVICE 

Develops  guide  for  service  club,  neighborhood  association, 
scout  troop,  etc.,  wanting  to  serve  aged.     Examples  of  services 
to  be  developed:     visiting,  shopping,  chores,  help  with  taxes, 
home  maintenance,  daily  telephone  calls,  etc. 

TARGET  POPULATION 

Urban  neighborhood  aged  (all  socio-economic  groups). 

AUSPICES 

Gerontology  department  to  develop  guide,  perhaps  under 
contract  to  National  Council  of  Senior  Citizens  or  some  such 
group.     ACTION  also  involved,  perhaps. 
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DEVELOP  SUPPORTIVE  SERVICE  DATA  BASE 
(Suggested  by  D.  Lit) 

SERVICE 

Identify  several  typical  affluent,  adequately  served  aged 
populations  and  measure  volume  and  cost  of  supportive  services 
actually  provided. 

RATIONALE 

Insurance  agencies,  social  or  private,  are  reluctant  to 
cover  risk  of  needed  supportive  services  in  old  age.     They  say 
cost  would  be  prohibitive,  but  we  don't  really  know  what  the 
risk  is  or  what  the  cost  is. 

TARGET  POPULATION 

Aged  (entire  aged  population)  with  members  of  a  well 
served  religious  communi ty--e . g . ,  LDS. 

SETTING 

School  of  Public  Health  or  Gerontology  in  a  University. 
STAFF 

Statistician  and  research  gerontol ogi s t. 
CONSTRAINTS 

It  might  be  difficult  to  get  anyone  to  use  the  data  once 
it  was  developed. 
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BUY- 


IN  TO  VETERANS  ADMINISTRATION  SERVICES 
FOR  PARALYZED  CIVILIANS 


SERVICE 

Home  care  and  outpatient  care  with  home  renovation  allow- 
ance, aid  and  attendance,  and  transportation. 

RATIONALE 

Paralyzed  civilians  injured  at  work,  in  auto  accidents, 
etc.,  need  services  similar  to  those  available  to  the  para- 
lyzed veteran  to  maintain  lives  outside  of  institutions,  but 
such  services  are  not  available  to  them. 

TARGET  POPULATION 

Paralyzed  civilians. 

SETTING 

For  the  pilot  demonstration,  a  community  with  a  VA  hos- 
pital which  treats  spinal  cord  injury  cases  and  has  home  care 
program. 

AUSPICES 

National  Paraplegic  Foundation  (with  VA,  RSA,  and  Medicaid). 
STAGE  OF  DEVELOPMENT 

VA  has  a  "wheelchair  bonus  program." 
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INTER-DISCIPLINARY  CASE  FINDING  TRAINING 
(Suggested  by  Sylvia  Sherwood) 


SERVICE 

Inter-disciplinary  training  ( soci al -medi cal )  so  that  the 
paraprofessi onal  or  individual  with  a  particular  type  of 
clinical  training  (the  nurse,  for  example)  can  have  a  better 
understanding  of  the  patient  from  a  variety  of  perspectives 
and  act  as  a  case  finder  and  referral  agent  of  other  service 
agencies. 

RATIONALE 


The  multi-dimensional  aspects  of  the  problems  of  the  long- 
term  care  patient  make  it  important  for  the  individual  to  be 
a  medical,  social,  psychological  perspective.  In 
communities,  one  or  another  type  of  service  has 
which  has  gained  the  confidence  of  persons  receiving 
care.     Whichever  that  is,  it  would  be  important  to 
role  of  the  providers  of  these  services  to  include 


seen  from 
di  f f eren t 
devel oped 
1 ong- term 
extend  the 


case  finding  and  counseling  for  other  services. 

TARGET  POPULATION 

Infirm  elderly,  physically  impaired  (chronically  ill) 
adu 1 ts . 

SETTING 


Flexible.     Urban  and  rural  communities. 
STAFF 

Inter-disciplinary  team  ( soci al -medi cal ) . 

STAGE  OF  DEVELOPMENT 

Syracuse  Homemaker  Service  has  set  up  the  Home  Health 
Aide  on  this  basis. 

OPTIONS 

Whether  such  an  undertaking  would  be  more  feasible  with  a 
homemaking  agency,  social  service  agency,  or  visiting  nurse 
association  would  depend  upon  the  historical  development  of 
these  services  within  a  community. 

CONSTRAINTS 


Resistence  on  part  of  some  clinicians  or  other  vested 
interests.  Financial. 
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SATELLITE  RURAL  HEALTH  FACILITY 
(Suggested  by  D.  Lit) 


SERVICE 


Physicians'   office,  pharmacy,  diagnostic  services,  resi- 
dential care,  in-patient  hospital  and  nursing  care,  skilled 

[^IV;;6  ln  h°me;  ?ut"patient  Physical   therap/and  Occu- 
pational therapy,  and  transportation. 

RATIONALE 

Some  old  people  have  to  get  care  in  urban  nursinq  homes 
far  from  where  they  live  because  of  a  laek  of  serv  ces  in  the 

ome  town  or  on  the  farm.     If  a  multi-level  fa  1  inked 

to  a  medica    center)  were  available  they  might  stay  at  home 

rura  L^Vt^^  £ar?  lGVe1'  At  the  same  « me  ■»  ny  sma  1 1 
rural  hospitals  are  having  to  close  for  lack  of  utilization. 

TARGET  POPULATION 

Remote  rural  aged. 
SETTING 

Community  hospital   linked  to  urban  medical  center. 
STAFF 

Complete  paramedical,  some  "circuit  riders,"  but  RN  etc 
f ull- time  at  f aci 1 i ty .  '  eic'' 

AUSPICES 

Local  hospital  board  and  medical  school. 
STAGE  OF  DEVELOPMENT 

+  McTh€^e  H  a/?cility  in  Wakita,  Oklahoma  somewhat  like 
facilities  in°Utahmaritan  (Phoenix'  Arizona)  and  a  number  of 

CONSTRAINTS 

May  lead  to  more  institutionalization,  not  less. 
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OPERATION  MATCH 
(Suggested  by  Delwin  M.  Anderson) 


SERVICE' 

A  series  of  arrangements  whereby  those  who  want  to  help 
(volunteers)  are  linked  to  those  who  need  assistance.  For 
example:     (1)  adopt  a  grandparent;   (2)  seek  and  find  (locating 
and  surveying  aged);  (3)  link  service  youth  group  to  a  specific 
nursing  home;  (4)  special  skills  and  services  provided  by  re- 
tired professionals,  e.g.,  tax  returns,  legal  questions,  nursing 
problems,  social  and  family  education;  (5)  call-a-day. 

RATIONALE 

Aged  living  alone  or  in  dehumanizing  group  settings  benefit 
from  individualized  attention.     Most  communities  have  people 
who  want  to  be  of  help  to  another,  but  most  volunteer  work 
does  not  get  sufficiently  personalized.     Retired  persons  have 
unused  skills  needed  by  aged. 

TARGET  POPULATION 

Aged  living  alone  and  in  isolation  from  own  family.  Aged 
in  congregate  living  situations,  such  as  nursing  homes. 

SETTING 

Urban  areas;  own  homes;  nursing  or  boarding  homes. 
STAFF 

Public  relations  specialist,  volunteer  director  (non-tra- 
ditional), or  social  worker  with  organizational  skills,  clerical 
staff. 

AUSPICES 

1.  Senior  citizens  organization  with  advisory  board 
for  demonstration  project. 

2.  Existing  volunteer  organization  or  information 
referral  center. 

SET-UP  REQUIREMENTS 

Office  space  for  2-3  and  group  meeting  room  for  15-25. 

STAGE  OF  DEVELOPMENT 

Volunteer  programs  are  well  developed,  but  they  lack  con- 
tinuity in  the  services  they  provide. 

"Tack  in"  to  existing  agency. 
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CONSTRAINTS 


Resistance  of  established  volunteer  organization. 
Questions  about  volunteer  professional  services  to  aged  with- 
out fee  from  established  professional  groups. 


*  *  *  *  * 


EXPERIMENTAL  SUPPORT  SERVICES  RIDER 
TO  HEALTH  INSURANCE  POLICY 
(Suggested  by  D.  Lit) 

SERVICE 

Instead  of  supplementing  Medicare  by  covering  deductibles, 
etc.,  this  policy  would  cover  any  support  service  in  home  that 
would  avert  institutionalization  otherwise  covered. 

RATIONALE 

With  national  health  insurance  on  the  way,  the  day  of  the 
special  health  program  for  the  poor  is  ending.     Meanwhile,  we 
don't  know  how  to  provide  or  procure  these  services  and  should 
start  experimenting  now. 

TARGET  POPULATION 

Policy  holders  of  catastrophic  or  major  medical  insurance 
supplements,   (Medicaid  and  other  poverty  groups  thus  excluded). 

STAFF 

Physician,  nurse,  and  health  economist  at  start  to  develop 
claims  review  criteria.     Also  an  actuary. 

AUSPICES 

Probably  a  Blue  Cross  plan  in  large  metropolitan  area. 

SET-UP  REQUIREMENTS 

Have  to  guarantee  the  carrier  against  loss  (maybe  pay 
reinsurance  premium). 

CONSTRAINTS 

Doesn ' t  help  the  poor. 


1 1 1 -1 03 


SERVICE  CORPS  WITHIN  A  RETIREMENT  SYSTEM 

SERVICE 

Retirees  with  common  bond  of  past  work  in  a  firm,  industry, 
or  occupation  organize  themselves  to  serve  own  members  as 
needed;  visiting,  telephone  net,  shopping,  chores,  etc. 

RATIONALE 

Common  bond  of  past  employment  might  take  over  when  there 
is  no  family,  etc. 

TARGET  POPULATION 

(See  "service") 

SETTING 

Large  metropolitan  area--e.g.,  Detroit. 
STAFF 

Community  organizer,  volunteers,  and  available  consultant 
service. 

AUSPICES 

UAW  or  similar  retirement  system. 
STAGE  OF  DEVELOPMENT 

Some  unions  operate  retirement  homes  or  resort  hotels. 
CONSTRAINTS 

Doesn't  help  those  who  aren't  retired  under  a  system  big 
enough  to  carry  a  program. 
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CHAPTER  IV 


THE  MS A- DETRI  CONFERENCE 

PURPOSE 

The  primary  purpose  of  the  conference  on  alternatives  to 
institutional  long-term  care  held  at  The  American  University  on 
April  17  and  18,  1972  was  to  draw  on  the  counsel  of  a  group  of 
individuals  knowledgeable  in  the  long-term  care  area  on  the  best 
strategies  for  reducing  reliance  on  institutions  for  long-term 
care.     More  specifically,  the  conference  was  to  focus  on  re- 
search and  demonstration  strategies  that  could  be  useful  in 
achi  evi  ng  thi  s  goal . 

The  participants  were  charged  with  making  some  decisions 
as  to  what  kinds  of  research  and  demonstration  efforts  warranted 
immedicate  support  as  well  as  those  that  merited  support  in 
the  near  future.     The  participants'  decisions  were  to  be  avail- 
able to  Federal  decision-makers  in  their  own  R&D  deliberations. 

The  conference  sponsors,  the  Medical  Services  Administration 
of  the  Department  of  Health,  Education,  and  Welfare,  had  a  par- 
ticular short-run  interest.     Their  Office  of  Innovation  wanted 
specific  recommendations  from  the  conference  participants  that 
would  contribute  to  formulating  requests  for  proposals  (RFP's) 
that  would  be  funded  in  fiscal  year  1972. 

The  Federal  sponsors  and  their  public  advisory  board,  the 
Medical  Assistance  Advisory  Council  (MAAC),  also  had  a  broader 
objective.     They  and  the  AU-DETRI  staff  had  concurred  early  in 
the  grant  period  that  the  conferees  should  also  give  serious 
attention  to  "ideal"  strategies  (i.e.,  systems  approaches) 
that  address  existing  real-world  problems.     The  conferees  gave 
considerable  time  to  the  broader  problem  of  how  systems  impinge 
on  long-term  care,  but  most  of  the  participants  recognized  the 
limits  of  time  and  scope  in  the  conference  and  thereby  con- 
centrated on  producing  ideas  and  models  that  could  be  imple- 
mented from  the  current  "s tate  of  the  art." 
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STRUCTURE 


To  assure  that  the  conference  would  produce  materials 
that  could  be  useful  to  not  only  MSA  but  to  the  other  Federal 
participant-observers  attending  the  meeting,  considerable 
attention  was  given  to  pre-conf erence  contacts  and  assignments 
designed  to  develop  a  common  focus. 

The  participants  were  contacted  personally  by  either  the 
principal  investigator  or  the  project  director  before  the  con- 
ference.    The  staff  visited  many  of  the  conferees  and  Federal 
participant-observers  who  were  involved  in  innovative  and/or 
significant  activities  that  have  a  bearing  on  alternatives  to 
institutional   long-term  care.     The  conferees  also  were  pro- 
vided with  staff  prepared  materials  before  the  conference 
which  required  them  to  give  some  specific  attention  to  the 
conference  topics  before  arrival. 

At  the  conference,  general  discussion  involving  the  group 
as  a  whole  was  balanced  with  the  small  group  deliberations. 
The  small  task  groups  chose  their  topics  according  to  their 
own  interests  and  expertise.     At  the  close  of  the  conference 
each  task  group  presented  model  outlines  which  reflected 
their  collective  recommendations. 

This  open  approach  which  gave  the  participants  a  great 
deal  of  freedom  combined  with  a  strictly  observed  time 
schedule  and  a  specific  task  expectation  proved  to  be  an 
effective  means  of  fostering  frank,  lively  interchange  and 
of  getting  conference  participants  to  focus  their  energies 
constructively  in  a  short  period  of  time. 

TASKS 

The  conference  on  alternatives  to  institutional  long-term 
care  at  The  American  University  in  the  Spring  of  1972  was 
different  from  other  meetings  concerned  with  the  same  topic 
which  were  held  during  the  same  time  period,  mainly  because 
the  conferees  were  confronted  with  the  specific  task  of  making 
recommendations  on  kinds  of  research  and  demonstration 
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activities  in  the  long-term  care  area.     The  task  was  more  than 
making  general  recommendations;  the  conferees  were  asked  to 
draw  up  model  demonstration  projects. 

Four  kinds  of  structural  aids  were  provided  to  make  the 
task  more  feasible: 

Staff-prepared  outlines  of  thirty-seven  demonstration 
projects  or  services  that  could  be  tested  singly  or 
in  combination  with  other  services; 

Copies  of  the  conferees  reactions  to  the  outlines 
prepared  by  the  AU-DETRI  staff; 

Copies  of  the  conferees  own  ideas  for  demonstration 
which  they  prepared  before  arriving  at  the  conference; 

A  suggested  outline  for  the  substantive  content  of  the 
model  project  recommendations  to  be  developed  by  the 
task  groups  at  the  conference  (See  Exhibit  below). 


EXHIBIT 

OUTLINE  FOR  MODEL,  OR  PACKAGE  OF  COMPONENTS, 
RECOMMENDED  FOR  DEMONSTRATION  AND  TESTING 


I.     SERVICES  TO  BE  INCLUDED  IN  THE  PACKAGE. 

II.     TARGET  POPULATION. 

III.     WHAT  ISSUES  ARE  TO  BE  TESTED? 

IV.     WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS 
ESTABLISHED? 

V.     LOCAL  RESOURCES  NEEDED  (FACILITIES,  MANPOWER,  AND 
ORGANIZATION  SUPPORT  AND  COORDINATION) 

VI.     CONSTRAINTS  [(DIFFICULTIES  IN  IMPLEMENTING  THE  PROPOSED 
SERVICE  PROGRAM(S)] 

VII.     SETTING:     (SPECIFIC  SITE  OR  SITES). 

VIII.     AUSPICES:     (SPECIFIC  ORGANIZATIONS/INDIVIDUALS) 

IX.  STAFFING 

X.     TIME  PERIOD 

XI.     ESTIMATED  COST: 

SERVICES'  COSTS: 

EVALUATION  COMPONENT  COSTS: 


IV-4 


PARTICIPANTS 


The  conference  was  attended  by  forty-seven  persons.  Pro- 
fessionals from  both  the  medical  and  the  social  sciences  were 
represented.     Administrators  from  State  governments  and 
national  organizations,  practitioners,  and  consumer  advocates 
were  represented.     The  participants  are  listed  below: 


Mr.  Delwin  Anderson,  Chief 
Social  Work  Service 
Veterans  Administration 
Washington,  D.  C. 

Ms.  Marcile  Backs 
Home  Health  Branch 
Community  Health  Services 
HSMHA- DHEW 
Rockville,  Md. 

Ms.  Hannah  Best 

Member,  Medical  Assistance 

Advisory  Council 
Albuquerque,  N.M. 

Ms.  Elaine  M.  Brody,  Director 
Dept.  of  Social  Work 
Philadelphia  Geriatric  Center 
Philadelphia,  Pa. 

Dr.  Marie  Callender 
Special  Asst.  for  Nursing 

Home  Affairs,  DHEW 
Washington,  D.  C. 

Dr.  Francis  G.  Caro 
Associate  Professor 
Levinson  Gerontological 

Policy  Institute 
Brandeis  University 
Waltham,  Mass. 

Ms.  Margaret  Copernoll 
Medical  Services  Admin. 
SRS-DHEW 

Washington,  D.  C. 

Dr.   Frank  Furstenburg 
Asst.   Director  for  Program 

Devel op men t 
Sinai  Hospital 
Baltimore,  Md. 


Dr.  Jessie  Gertman,  Deputy 

Chief 
Division  on  Aging 
Office  of  Research  and 

Demons  trati  on 
SRS-DHEW 

Washington,  D.  C. 

Ms.  Mary  Jo  Gibson 
Program  Management  Advisor 
Office  of  Program  Innovation 
Medical  Services  Admin.,  SRS- 
DHEW 

Washington,  D.  C. 

Mr.  Melvin  Glasser,  Director 
Social  Security  Dept. 
United  Auto  Workers 
Detroit,  Mich. 

Dr.   Leonard  Gottesman 
Senior  Research  Psychologist 
Philadelphia  Geriatric  Center 
Philadelphia,  Pa. 

Dr.  Paul  Haber 

Deputy  for  Clinical  Services 
Veterans  Admin. 
Washington,  D.  C. 

Dr.  Jay  Harris 

Vice  President  for  Health 

Services 
Presbyterian  Medical  Services 
Santa  Fe,  N.M. 

Dr.  Jean  Harris,  Director 
Natl.  Medical  Association 

Foundati  on 
Washington,  D.  C. 
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Ms.   Eileen  D.  Hurley,  Deputy 

Di  rector 
The  Visiting  Nurse  Association 
Washington,  D.  C. 

Dr.  Homer  R.  Jolley,  Director 
Office    of  Program  Innovation 
Medical  Services  Admin. 
SRS-DHEW 

Washington,  D.  C. 

Dr.  Paul  Kerschner 
Executive  Director 
Governor's  Commission  on 

Nursing  Homes 
Baltimore,  Md. 

Mr.  Abraham  Kostick 
Executive  Director 
Levindale  Hebrew  Geriatric 

Center  and  Hospital 
Baltimore,  Md. 

Dr.  Paul  Lairson 

Kaiser  Foundation  Hospital 

Portland,  Oregon 

Dr.   Ira  Laster 
Program  Coordinator 
Office  of  Environmental 

Q  u  a  1 i  ty 
Dept.  of  Transportation 
Washington,  D.  C. 

Mr.  Sidney  J.   Lee,  Deputy 
Chief  of  Nursing  Homes  and 
Related  Facilities  Branch 

Dept.  of  Housing  and  Urban 
Devel opment 

Washington,  D.  C. 

Dr.  Leslie  S.   Li  bow,  Chief 
Geriatric  Medicine 
Elmhurst  Hospital 
Elmhurst,  New  York 

Mr.   David  R.  Lit 
Technical  Advisor 
Division  of  State  Operations 
Social  Security  Admin. 
Woodlawn,  Md. 


Dr.  Helen  Martz 

Medical  Care  Planning  Specialist 
Medical  Services  Admin. 
SRS-DHEW 

Washington,  D.  C. 

Mr.  Sherwood  Messner,  Director 
Professional  Services 
United  Cerebral  Palsy  Assn.,  Inc. 
New  York,  New  York 

Ms.   Dorothy  Nelson 
Executive  Director 
The  Visiting  Nurse  Assn. 
Washington,  D.  C. 

Ms.  Carol  0 ' Shaughnessy 
Medical  Services  Admin. 
SRS-DHEW 

Washington,  D.  C. 

Mr.  Julius  Pellegrino,  Jr. 
Natl .  Center  for  Heal th 

Services,  R&D 
HSMHA-DHEW 
Rockville,  Md. 

Dr.  Eric  Pfeiffer 
Associate  Professor  of 

Psy ch  i  a  try 
Center  for  the  Study  of  Aging 

and  Human  Development 
Duke  University 
Durham,  N.  C. 

Dr.  Harry  Phillips,  Director 
Training  Program  for  Health 

PI anners 
Div.  of  Health  Sciences 
School  of  Public  Health 
Univ.  of  North  Carolina 
Chapel  Hill,  N.  C. 

Mr.  Marvin  L.  Plunkett 
Medical  Services  Specialist 
Medical  Services  Admin. 
Div.  of  Long-Term  Care 
SRS-DHEW 

Washington,  D.  C. 


IV-6 


Dr.   Eleanor  Poland 
Social  Science  Analyst 
Service  Delivery  Research 
Branch 

Div.  of  Intramural  Research 

ORD,  SRS-DHEW 
Washington,  D.  C. 

Dr.  Otto  Reid,  Chief 
Service  Delivery  Research 
Branch 

Div.  of  Intramural  Research 

ORD,  SRS-DHEW 
Washington,  D.  C. 

Ms.  Edith  Robins,  Coordinator 
Health  of  Aging 
Community  Health  Services 
HSMHA,  DHEW 
Rockville,  Md. 

Mr.   Louis  Rolnick 

Medical  Assistance  Advisory 

Counci 1 
Director,  ILGWU 
Dept.  of  Health  and  Welfare 

Benef i  ts 
New  York,  New  York 

Dr.   Claire  Ryder,  Chief 
Home  Health  Branch 
Community  Health  Services 
HSMHA,  DHEW 
Rockville,  Md. 

Dr.  Edyth  H.  Schoenrich 

Director 
Admin,  for  Services  to  the 

Chronically  111  and  Aging 
Baltimore,  Md. 

Dr.  Sylvia  Sherwood,  Director 
Social  Gerontological  Research 
Hebrew  Rehabilitation  Center 
Roslindale,  Mass. 

Mr.  John  H.  Skinner,  Director 

of  Research 
The  National  Council  on  the 

Agi  ng 
Washington,  D.  C. 


Mr.  John  Smith,  Director 
Julia  Temple  Center 
Englewood,  Colo. 

Dr.  Evelyn  Spindler 

Nutri  ti  oni  s t 
Extension  Service 
Dept.  of  Agriculture 
Washington,  D.  C. 

Dr.  George  Warner,  Director 
Bureau  of  Long-Term  Care 
Dept.  of  Health 
State  of  New  York 
Albany,  New  York 

Mr.  Jonathan  Wilkin,  President 
Natl.  Capitol  Area  Chapter 
of  the  Natl.  Paraplegic 
Founda ti  on 

Annandale,  Virginia 

PROJECT  ADVISORS 

Ms.  Agnes  W.  Brewster 
Consultant  in  Medical 

Economi  cs 
Palo  Alto,  Calif. 

Dr.  Jerry  A.  Solon 
Health  Care  Organization 

Specialist 
Office  of  Program  Planning 

and  Evaluation 
HSMHA,  DHEW 
Rockville,  Md. 
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CHAPTER  V 
A.     TASK  GROUP  RECOMMENDATIONS 
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TASK  GROUP  RECOMMENDATIONS 


TASK  GROUP  I 
(Brewster  Group) 


PARTICIPANTS: 


Ms.  Agnes  Brewster,  Chairman 

Ms.  Carol  0 ' Shaughnessy ,  Recorder 

Dr.  Leslie  S.  Li  bow 

Dr.  George  Warner 

Ms.  Elaine  Broady 

Dr.  Jessie  Gertman 

Dr.  Jean  Harris 

Dr.  Harry  Phillips 


PROPOSALS  : 


A.  Outline  for  Demonstration: 
Transportation  System 

B.  Outline  for  Demonstration: 
the  Aged 

C.  Outline  for  Demonstration: 
System 


A  Health  Related 
Boarding  House  for 
Health  Care  Delivery 
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Task  Group  I 

A.     OUTLINE  FOR  DEMONSTRATION:     A  HEALTH  RELATED 
TRANSPORTATION  SYSTEM 

SERVICES  TO  BE  INCLUDED  IN  THE  PACKAGE 

Transportation  for  health  services.     The  purpose  of  the 
transportation  system  is  to  provide  a  coordinating  mechanism 
for  access  to  health  services.     All  health  services  in  the 
community  are  to  be  included;  other  social   services  may  be 
phased  in  at  a  later  time. 

TARGET  POPULATION 

Medicare  patients  and  the  handicapped  in  a  community.  The 
bigger  the  group,  the  more  cost-effective  the  project  might 
become;  thus  the  project  does  not  need  to  be  confined  to  one 
categorical  group.     This  project  could  take  place  in  an  urban 
or  rural  setting.     The  transported  group  would  be  compared 
with  a  non- trans  ported  group  to  determine  differences  in 
utilization  of  health  services. 

WHAT  ISSUES  ARE  TO  BE  TESTED? 

1.  To  determine  if  a  transportation  mechanism  can 

be  utilized  to  effect  coordination  of  health  services; 

2.  To  determine  if  a  transportation  mechanism  increases 
utilization  of  preventive  health  services,  outpatient 
care,  hospital  days,  etc.; 

3.  To  determine  costs  of  providing  this  service; 

4.  To  compare  rates  of  utilization  between  the  trans- 
ported and  non- transported  group. 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

1.  Transportation  to  health  services  for  a  defined 
population; 

2.  Existing  health  services  could  be  coordinated; 
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3.  New  health  services  might  be  established  because 
of  the  existence  of  the  transportation  mechanism; 

4.  Discouragement  of  the  use  of  inappropriate  health 
services,  because  they  happen  to  be  located  closer 
to  a  patient's  home  and  he  cannot  get  to  the  appro- 
priate service; 

5.  Determination  of  the  costs  of  providing  transpor- 
tation in  the  community  and  the  effect  the  mechanism 
has  on  the  utilization  of  health  services. 

LOCAL  RESOURCES  NEEDED 

1.  Special  vehicles  to  transport  elderly  and  handicapped; 
ambulance  service;  bus,  etc. 

2.  Telephone  service  -  personnel  to  operate  switchboard 
and  schedule  rides;  office  to  house  this  service; 

3.  Training  program  for  drivers  to  equip  them  to  handle 
the  needs  of  this  special  population. 

CONSTRAINTS 

1 .  Costs; 

2.  Continuation  of  service  after  completion  of  the 
demons trati on ; 

3.  Coordination  of  public  and  private  services; 

4.  Lack  of  services  to  coordinate; 

5.  Insurance  problems  in  transporting  this  special 
group ; 

6.  Adequate  and  trained  personnel. 
SETTING 

Urban  or  rural 
AUSPICES 

A  Community  health  planning  group;  or  an  ambulance 
service.     Not  a  health  delivery  service. 

STAFFING 

1.     Personnel  to  operate  telephone  service  (switchboard); 
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2.  Ride  scheduler; 

3.  Drivers. 

TIME  PERIOD 

1  -  2  years. 
ESTIMATED  COST 

$5.00  per  rider  per  month,  averaging  one  trip  per  rider 
per  month.     This  figure  may  be  too  high;  however,  cost  of 
ambulance  service  may  raise  cost  significantly. 

EVALUATION  COMPONENT 

Purpose:    to  evaluate  effect  on  utilization  of  health 
services,  and  consumer  satisfaction. 
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Task  Group  I 


B.     OUTLINE  FOR  DEMONSTRATION:  BOARDING 
HOUSE  FOR  THE  AGED 


SERVICES  TO  BE  INCLUDED  IN  THE  PACKAGE 

In  an  specialized  sheltered  environment,  the  following 
services  will  be  provided:     personal  care  services,  physical 
maintenance,  assistance  in  preparation  of  food  and  general 
housekeeping,  shopping,  transportation,  recreational  therapy, 
occupational   therapy,  sheltered  workshop,  counseling  and 
personal  planning,  and  hot  line  phone  services. 

TARGET  POPULATION 

Low  socio-economic  elderly  in  need  of  changed  living 
arrangements,  i.e.,  shelter  and  services  short  of  round-the- 
clock  nursing  and/or  medical  care.     The  group  should  be 
evaluated  before  and  after  the  change  of  living  arrangement. 

WHAT  ISSUES  ARE  TO  BE  TESTED: 

1.  Viability  of  such  a  program  as  an  "alternative" 
in  long-term  care; 

2.  Impact  on  the  older  people  along  the  dimensions  of 
functional  capacity,  morale,  socialization/isolation, 
anxiety  reduction,  mental  functioning,  and  access 

to  and  utilization  of  health  care  services  (before  and 
after  assessments ) . 

3.  Impact  on  families:     change  in  relationships  with 
the  elderly  population,  reduction  in  anxiety  level 
in  relation  to  responsibility  for  caring  for  their 
elderly; 

4.  Determination  of  cost  of  providing  a  sheltered 
environment  with  services  outlined; 

5.  Determination  of  how  existing  community  services 
can  be  fed  into  the  boarding  house  arrangement. 
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WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 


1.  Development  of  a  new  form  of  living  arrangement 
which  can  be  replicated; 

2.  Improvement  of  the  quality  of  life  of  the  target 
population; 

3.  Definition  of  the  characteristics  of  the  population 
that  can  best  be  served  by  this  kind  of  experiment; 

4.  Utilization  of  existing  structures  in  existing 
neighborhoods. 

LOCAL  RESOURCES  NEEDED 

1.  An  existing  agency  to  serve  as  a  base  for  providing 
and  coordinating  services  (must  be  experienced  in 
coordinating  health  care  and  social  services). 

2.  Building  to  house  the  elderly  population  safely; 

3.  Trained  personnel  to  provide  the  specialized 
services  listed  as  well  as  personnel  to  provide 
assistance  in  daily  living  services. 

CONSTRAINTS 

1.  Financing  of  purchase  and  renovation  of  facilities; 

2.  Need  to  work  out  details  of  licensure  with  local 
and  state  agencies; 

3.  Availability  of  trained  personnel. 
SETTING 

Urban  or  rural. 
AUSPICES 

Geriatric  center  or  hospital. 
STAFFING 

1.     Live-in  "facilitator"  to  provide  personal  care 
and  assistance  with  daily  living  services; 
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2.  From  the  existing  or  augmented  staff  or  the  auspice: 
a  medical  consultant,  part-time  social  worker,  and 

a  part-time  occupational  therapist; 

3.  Research  staff  including  director,  assistant, 
interviewers,  etc. 

TIME  PERIOD 

3  years. 

ESTIMATED  COST 

To  serve  24  people: 

1st  year:  $75,000 

2nd  year:  $80,000 

3rd  year:  $85,000 

Purchase  of  homes  to  be  financed  separately  by  auspice. 
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Task  Group  I 

C.     OUTLINE  FOR  DEMONSTRATION:     HEALTH  CARE 
DELIVERY  SYSTEM 

PURPOSE  AND  GENERAL  DESCRIPTION 

The  aim  of  this  demonstration  model  will  be  to  construct  a 
system  for  the  coordination  of  health  services  for  a  defined 
population  of  persons  65  years  of  age  and  older,  the  handicapped, 
and  the  disabled.     An  existing  institutional  base  will  be  the 
stage  for  coordination  activities  and  will  provide  for  or 
arrange  services,  thereby  broadening  its  function  to  extend 
services  beyond  its  own  structural  walls.     This  institutional 
base  may  be  any  of  the  following:     a  hospital,  an  extended  care 
facility,  a  home  health  services  provider  or  an  ambulatory  care 
services  provider.     Preliminary  to  any  coordination  activities, 
a  household  interview  survey  of  the  long-term  care  needs  of 
the  specified  population  will  be  conducted. 

Coordination  activities  will  begin  with  existing  health 
services.     In  addition,  in  order  to  have  a  full   range  of 
services,  the  institutional  base  must  also  provide  for  or 
arrange  for  the  provision  of  the  following  services  if  they  do 
not  exist:     (a)  a  day  care  center,   (b)  temporary  care  services, 
(c)  meal  delivery,   (d)  maintenance,  (e)  personal  care  services, 
(f)  psycho-social   services  including  counseling,  recreational 
activities,  occupational  therapy,  (g)  legal  services.  The 
institutional  base  will  also  set  up  a  linkage  system  through 
a  telephone  service  or  a  hot  line. 

SERVICES  TO  BE  INCLUDED  IN  THE  PACKAGE 

1.  Screening  and  evaluation  of  the  patient  at  his  point 
of  entry  into  the  system  (i.e.,  the  institutional 
base)  and  coordination  and  provision  of  needed 
services  to  him; 

2.  (a)  day  care  center;   (b)  temporary  care  services; 
(c)  meal  delivery;   (d)  maintenance  including 
assistance  with  activities  of  daily  living  such  as 
shopping,  house  repairing,  housekeeping;   (e)  personal 
care  services;   (f)  psycho-social  services  including 
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counseling,  recreational  activities,  and  occu- 
pational therapy;  and  (g)  legal  services. 

3.  Linkage  of  the  above  services  to  the  institutional 
base  and  to  the  patient  via  a  telephone  service  or 
a  hot  line. 

TARGET  POPULATION 

The  target  population  will  be  defined  as  all  those  persons 
65  years  and  older,  the  handicapped,  disabled,  and  chronically 
ill  in  the  catchment  area  of  the  institution  acting  as  the 
coordinator.     The  population  could  be  an  enrolled  group. 

WHAT  ISSUES  ARE  TO  BE  TESTED? 

1.  Identification  of  the  long-term  care  needs  of  the 
target  population  through  the  household  interview 
survey . 


2.  Determination  of  the  value  of  screening  and  evaluation 
of  the  patient  at  his  point  of  entry  in  terms  of 
providing  a  plan  of  long-term  care  (e.g.,  does  this 
intervention  reduce  the  need  for  institutionalization 
or  reduce  the  level  of  continuous  cri si s-cri ented 

i nterventi  on? ) 

3.  Determination  of  whether  or  not  coordination  of 
patient  services  decreases  the  rate  of  institutionally' 
z  a  t  i  o  n . 


4.  Determination  of  whether  or  not  the  services  to  be 
provided  (those  not  in  existence  at  the  outset)  are 
"medically  related,"  i.e.,  does  provision  of  main- 
tenance or  psycho-social  services  have  a  significant 
bearing  on  a  patient's  physical  well-being? 

5.  Measure  of  the  impact  that  the  continuous  addition 
of  the  previously  mentioned  services  has  on  patient 
care  and  on  the  total   system  and  the  relative  im- 
portance of  these  services. 

6.  Measure  of  the  costs  of  services. 

7.  Measure  of  the  change  in  the  pattern  of 
utilization  of  services. 
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WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  TO  BE 
ESTABLISHED? 


Benefits  to  Patients 

1.  Screening  of  patients. 

2.  Coordination  of  services  and  extension  of  services 
to  the  patient  which  he  ordinarily  would  not  have 
knowledge  of,  thus  increasing  the  level  of  personal 
health  care  and  access  to  services.     This  may  also 
have  the  effect  of  decreasing  patient  anxiety. 

3.  Addition  of  services  previously  outlined. 

Benefits  to  Community 

1.  Identification  of  the  extent  to  which  particular 
services  are  needed  in  the  community  and  provision 
of  these  services. 

2.  Information  on  methods  of  coordinating  health 
care  services  in  the  community. 

Long-Range  Benefits 

1.  Information  on  methods  of  coordinating  health 
care  services. 

2.  Information  on  costs  and  utilization  of  services 
and  how  addition  of  services  not  normally  provided 
affects  costs  and  utilization. 

LOCAL  RESOURCES  NEEDED 

1.  Strong  central  institutional  base  and  cooperation 
of  its  personnel. 

2.  Cooperation  with  the  institutional  base  by  the 
other  existing  institutional  bases  in  the 
community  and  by  the  other  existing  health 
services  since  the  patient  flow  will  affect  all 
of  these. 

3.  Cooperation  of  State  and  local  government 
authorities  when  attempting  to  set  up  new 
services. 

CONSTRAINTS 

Non-existent  services  at  the  outset. 
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SETTING 


Not  specified. 
AUSPICES 

Hospital,  ECF,  home  health  care  services  provider,  or 
ambulatory  care  services  provider. 

STAFFING 

For  survey:  interviewers  (or  survey  may  be  contracted  out). 
For  demonstration  project:     coordinator,  social  worker(s). 

TIME 

3  years 

The  first  year  will  include  but  not  be  confined  to  the 
survey  of  patient  needs.     The  third  year  will   include  an 
evaluation  and  follow-up  on  the  survey  conducted  in  the  first 


year. 


COST 


1  s t  year : 


$150,000  including  $50,000  for  household 
interview  survey. 


2nd  year: 


$250,000. 


3rd  year: 


$200,000  including  $50,000  for  evaluation 
component. 
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TASK  GROUP  II 
(Glasser  Group) 


PARTICIPANTS: 


Mr. 

Melvin  Glasser,  Chairman 

Dr. 

Helen  Martz,  Recorder 

Dr. 

Leonard  Gottesman 

Dr. 

Jay  Harris 

Dr. 

Evelyn  Spindler 

Dr. 

Paul  Kerschner 

Mr. 

David  Lit 

Mr. 

Sherwood  Messner 

Mr. 

Julius  Pellegrino,  Jr. 

Dr. 

Edyth  H.  Schoenrich 

Mr. 

Marvin  Plunkett 

Dr. 

Eleanor  Poland 

PROPOSALS: 


A.  Outline  for  Demonstration:  Variations  on  A 
Continuum  of  Care  for  The  Elderly  and  Young 
Disabled  with  Central  Management 

Model   1.     Services  through  a  central  manage- 
ment agency. 

Model  2.     Services  to  the  population  of  a 
defined  catchment  area. 

Model  3.     Services  through  a  health  care 
organi  za ti  on . 

Model  4.     Services  for  alternative  living 
arrangements  and  supportive  services  for 
disabled  young  adults. 

Model  5.     Services  for  group  living  and 
supportive  services 

Model  6.     Rural  services  for  elderly  and 
handicapped  youth. 

Model  7.     Information,  counseling,  assessment, 
and  referral  for  a  metropolitan  area. 
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Task  Group  II 


A.     OUTLINE  FOR  DEMONSTRATION:     VARIATION  ON  A 
CONTINUUM  OF  CARE  FOR  THE  ELDERLY  AND  DIS- 
ABLED WITH  CENTRAL  MANAGEMENT 

There  was  agreement  that  the  major  model  developed  should 
be  one  for  a  continuum  of  care  across  the  board  with  an  inte- 
gration of  services  within  a  central  management  agency.  Also 
that  the  major  focus  of  concern  be  on  the  needs  of  the  elderly 
or  disabled  individuals  and  their  families,  and  that  services 
be  structured  to  meet  such  needs.     In  addition,  there  should 
be  strong  consumer  input  in  both  planning  and  implementation 
of  the  project  model. 

MODEL  1 

The  central  agency  should  have  responsibility  for  either 
providing  a  constellation  of  services  or  arranging  for  the 
provision  of  such  services  through  other  agencies. 

The  scope  of  services  included  in  the  continuum  of  care 
envisaged  should  be: 
* 

Information,  Referral,  Counseling,  and  Fol 1 ow- through 

* 

Development  and  management  of  a  plan  of  care  for  each 
client  (team  assessment  and  case  management  planning) 

** 

In-hospital  care 

Out  of  hospital  care  (ambulatory  medical  care) 

Half-way  Institutional  Care 

Nursing  Home  Care 

Foster  Home  Care 

Homemaker  Service 

Meals  on  Wheels 

Home  Health  Services 

Transportati  on 

Recreation  and  Education 
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Home  Repair  and  Maintenance 

Respite  Care  (day  center,  day  hospital,  or  vacation 
care) 

Legal  Services 

Evaluation  of  Services  Provided 

The  central  managing  agency  (personal  care  organization) 
should  have  responsibility  for  providing  the  first  two  lines 
of  services  included  above  (information,  referral,  counseling, 
and  foil ow- through ;  and  development  and  management  of  a  plan 
of  care  for  each  client—team  assessment  and  case  management 
planning). 
** 

In-hospital  and  ambulatory  medical  care  to  be  arranged 
for  and  assured  but  not  provided  by  the  personal  care  organi- 
zation, or  considered  as  parts  of  its  financial  responsibility. 

Wherever    possible,  linkages  should  be  established  with 
on-going  community  agencies  and  facilities  to  provide  other 
services  listed,  and  arrangements  made  to  assure  their  pro- 
vision and  accessibility.     When  gaps  exist,  efforts  would  be 
made  to  encourage  the  development  of  such  services  with  conr- 
munity  support;  the  personal  care  organization  might  provide 
some  of  these  services  in  the  interim. 

Criteria  identified  for  the  selection  of  the  central 
managing  agency  included:     general  community  acceptance,  social 
point  of  view  already  demonstrated,  and  non-profit. 

It  was  suggested  that  selection  should  be  made  of  an 
existing  agency,  rather  than  setting  up  a  new  one  to  save 
time  in  getting  under  way.     Such  agencies  might  include: 

Visiting  Nurse  Association 
Family  Service  Agency 

Hospital  -  with  a  strong  community  medicine  department 

Pre-paid  non-profit  health  care  organization 

Extension  Service  (Department  of  Agriculture)  especially 

for  rural  areas 

Categorical  Health  Agency 
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It  was  clearly  recognized,  however,  that  if  an  existing 
agency  took  on  this  function,  a  separate  group  would  have  to 
be  established  to  carry  this  coordinating  responsibility. 
Such  a  new  groupwould  have  its  own  board  responsible  for 
policy  and  major  administration  of  the  program.     It  would  in- 
clude representation  of  all  agencies  involved,  plus  substantial 
consumer  participation  (those  actually  receiving  or  likely  to 
receive  services)   involved  in  determining  the  kinds  of  services 
to  be  included  and  in  meaningful  policy  and  administrative 
decisions. 

The  central  management  agency  should  have  responsibility 
for  seeing  that  as  many  as  possible  of  the  pieces  of  the 
package  are  available,  and  for  planning  for  the  integration 
or  coordination  of  such  services  to  assure  that  individuals 
get  them  on  a  continuing  basis  as  needed. 

This  does  not  mean  that  entry  for  service  must  be  through 
the  central  managing  agency.     It  should  be  possible  to  plug 
into  the  system  at  any  point,  but  once  plugged  in,  the  central 
agency  is  responsible  for  seeing  that  the  full  range  of  ser- 
vices as  needed  are  made  available. 

The  target  population  for  Model   1  could  be  an  enrolled 
group  with  a  prepayment  for  some  or  all  of  the  covered  services. 

OR 

MODEL  2 

A  variation  of  Model   1  could  be  directed  to  the  population 
of  a  defined  catchment  area.     The  auspices  would  be  the  same 
as  in  Model   1  -  a  central  management  agency,  with  responsi- 
bility for  providing  information,  referral,  counseling  and 
f ol 1 ow- through ;  and  development  and  management  of  a  plan  of 
care  for  each  client  (team  assessment  and  case  management 
planning);  with  assurance  of  the  other  items  of  service 
mentioned  above  in  Model   1  except  institutional  services. 
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Emphasis  would  be  placed  on  determination  of  need  in  the 
catchment  area  and  the  wish  for  service—a  10%  utilization 
rate  is  anticipated. 

Some  more  detailed  delineation  of  services  was  added  to 
the  list  mentioned  in  Model  1:     group  activities,  friendly 
visitors,  hot  line  for  emergencies,  and  outpatient  psychiatric 
servi  ces . 

Consideration  would  need  to  be  given  to  sources  of  funding, 
and  how  the  project  could  be  built  into  ongoing  funding 
mechani  sms . 

The  model  could  include  both  an  enrolled  group  and  a 
catchment  area  population  under  the  same  central  managing 
organi  zati  on . 

The  evaluation  would  attempt  to  show  the  impact  of  such 
a  service  delivery  arrangement  on  the  target  area. 

MODEL  3 

This  would  be  another  variation  of  Model  1  with  priority 
given  to  a  health  care  organization  (e.g.,  hospital  with  a 
strong  community  medicine  department,  or  the  "right"  kind  of 
a  nursing  home)  as  the  central  management  organization.  The 
same  responsibility  would  be  included  for  either  providing 
or  arranging  for  the  needed  services.    The  list  under  Model  1 
would  be  included  in  this  model,  except  for  the  first  two 
(information,  referral,  counseling  and  follow  through;  and 
development  and  management  of  a  plan  for  the  care  of  each 
client).     Additions  to  the  list  include  rehabilitation 
services,  and  group  living  arrangements. 

A  minority  opinion  expressed  concern  about  the  omission 
of  the  first  two  lines  of  services  under  Model  1  (information, 
referral,  etc.)  and  objection  to  the  priority  given  to  the 
medical  and  health  emphasis.     It  was  then  proposed  that  such 
services  as  information,  referral,  counseling,  follow  through, 
and  assessment,  as  well  as  recreation,  education,  home  repairs 
and  legal  services,  etc.,  could  be  phased  in  later. 
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A  strong  evaluation  component  would  be  included  in  Model 
1,  2 ,  and  3,  and  would  include  both  impact  on  health  status 
of  the  individual,  and  cost  benefits  to  public  programs. 

MODEL  4 

This  model  would  emphasize  alternative  living  arrangements 
and  supportive  services  for  handicapped  young  adults  (especially 
teenagers  who  are  physically  disabled,  mentally  retarded  or 
emotionally  disturbed). 

The  sponsor  of  such  a  project  could  be  a  voluntary  health 
agency  (such  as  the  National  Society  for  Crippled  Children 
and  Adults,  Multiple  Sclerosis),  a  coalition  of  categorical 
health  agencies,  a  Rehabilitation  Facility,  a  hospital  with 
a  strong  community  medicine  department,  a  Family  Service 
Agency,  or  a  Visiting  Nurse  Assn. 

The  items  of  service  could  include: 

Alternative  living  arrangements  in  a  semi - p ro tec  ted , 
but  non- institutional  setting,  e.g.,  group  living 
arrangements,  shared  apartments,  etc. 

Information,  referral,  follow  through,  patient 
evaluation 

Transportation 

Home  Health  Services 

Meal  Service 

Recreation  and  life  enrichment 
Educational  Opportunities 
Vocational  training 
Rehabilitation  services 
Employment  counseling 
Legal  Services 
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A  medical  component  could  be  built  into  this  model,  but 
as  a  secondary  rather  than  a  primary  emphasis. 

Financing  could  be  a  mix  of  public  funds,  categorical 
agency  funds,  and  voluntary  funds. 

Could  start  with  some  of  the  basic  items  listed  above, 
and  add  others  later. 

MODEL  5 

Emphasis  on  group  living  and  supportive  services  in  a 
non- i ns ti tuti onal  protected  or  semi -protected  living  arrange- 
ment, such  as  a  halfway  house,  foster  care,  boarding  care,  day 
care,  shared  apartments,  etc.  supported  by  necessary  services. 

Could  include  either  elderly  or  handicapped  individuals. 

Its  sponsors  could  be  the  "right"  hospital  or  nursing 
home,  a  coalition  of  categorical  agencies,  possibly  including 
a  Public  Housing  Authority,  or  a  Mu 1 t i -Serv i ce  Center. 

MODEL  6 

A  rural  model,  to  include  both  the  elderly  and  handicapped 
youth . 

More  emphasis  will  be  placed  here  on  taking  services  to 
the  recipient,  more  use  of  a  foster  or  boarding  home  arrange- 
ment, increased  use  of  mobile  health  services  and  nurse 
practitioners  to  provide  screening  and  rehabilitation  service 
(with  built-in  protection  of  quality  of  service). 

Effort  will  need  to  be  placed  on  developing  strong  linkages 
with  providers  of  needed  services. 

Strong  affiliation  recommended  with  the  Rural  Extension 
Service  of  the  Department  of  Agriculture. 

It  was  further  recommended  that  MSA  call  a  group  of 
rural  experts  together  to  draft  this  model. 
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MODEL  7 


This  is  a  more  limited  model  including  information,  coun- 
seling, assessment  and  referral.     This  is  especially  needed 
in  a  metropolitan  area.     Its  major  objective  would  be  to: 

1.  Counsel  elderly  persons  and  their  families  as 
to  available  community  resources; 

2.  Develop  a  management  plan  to  assist  the 
individual  and  his  family  to  use  the  system 
on  a  continuing  basis;  and 

3.  Gather  information  about  the  shortage  of  services, 
overlaps,  etc.,  and  to  report  this  information  to 
appropriate  planning  and  organizing  agencies,  both 
public  and  voluntary. 

It  was  pointed  out  that  such  programs  have  been  in 
operation  in  various  communities,  but  they  have  not  been  very 
successful;  this  would  be  an  attempt  to  improve  this  type  of 
servi  ce . 

STRATEGY  -  PLAN  OF  ACTION 

1.  Test  out  several  models  in  different  parts  of 
the  country. 

2.  Pull   together  and  use  resources  in  both  MSA  and 
other  parts  of  HEW  as  a  further  integration  of 

HEW  extended  care  efforts  and  resources:  strategy, 
consultant  services,  grants,  joint  consideration 
of  sites,  etc. 

3.  Develop  a  special  project  and  invite  special 
bidders  to  apply. 

4.  Invite  selected,  potentially  interested  and 
potentially  able  agencies  to  come  to  an  MSA 
meeting  on  alternatives  strategy.     Outline  to 
them  the  kinds  of  proposals  you  are  thinking 
about  to  see  how  much  interest  you  can  elicit 
in  their  picking  up  one  of  the  proposed  models. 
Select  from  among  those  proposals  projects  that 
will  achieve  MSA  goals,  and  develop  these  with 
more  specificity.     Make  aggressive  effort  to 
promote  such  models. 
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5.     Clarify  responsibility  among  various  agencies 
(especially  Comprehensive  Health  Planning  and 
Regional  Medical  Program,  around  clearances 
and  coordination  mechanisms  which  slow  up  the 
project  application  process;  clear  the  lines 
at  the  Federal  level  so  those  who  wish  to  work 
with  you  can  do  so  with  greater  ease). 

EVALUATION 

The  evaluation  of  these  models  should  be  planned  in  such 
a  way  as  to  show: 

1.  The  extent  to  which  these  models  would  serve  as 
predictors  of  costs  (comparing  costs  with  control 
groups ) . 

2.  Their  effectiveness  in  producing  changes  affecting 
people . 

3.  Their  impact  on  the  communi ty--di d  it  modify  or 
change  the  larger  system? 

4.  The  need  for  Federal  guidelines  as  to  what  should 
be  evaluated,  and  how  it  should  be  done,  so  that 
findings  can  be  comparable  between  the  different 
projects . 
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TASK  GROUP  III 
(Kostick  Group) 


PARTICIPANTS: 


Mr. 

Abraham  Kostick.  Chairman 

f  l  U  1     U.  I  I  U  1 1 1       IX  \J  W    V    1    \*  IX    5         w  1  1  U    1    1    III  U  1  1 

Ms . 

Eva  Mackin.  Recorder 

Mr . 

Delwin  Anderson 

Ms. 

Hannah  Best 

Ms. 

Margaret  Copernoll 

Dr. 

Frank  Furstenberg 

Mr. 

Sidney  Leigh 

Dr. 

Claire  Ryder 

Dr. 

Sylvia  Sherwood 

Mr. 

John  Skinner 

Mr. 

Jonathan  Wilkins 

PROPOSALS: 


A.  Outline  for  Demonstration:    Test  of  Effective- 
ness of  Reallocating  Earmarked  Funds  for  Insti- 
tutional Care  to  Provide  Services  in  Non-Insti- 
tutional Settings 

B.  Outline  for  Research  Model:     Community  Survey 
to  Identify  Popul ati on-At- Ri sk  and  Service  Gaps 

C.  Outline  for  Research  Model:     Developing  Standard- 
ized Instrument  for  Collecting  Data  on  Client 
Needs,  the  Services  Provided,  and  the  Outcome  of 

I nterventi  on 
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Task  Group  III 


A.     OUTLINE  FOR  DEMONSTRATION:     TEST  OF  EFFECTIVENESS  OF 
REALLOCATING  EARMARKED  FUNDS  FOR  INSTITUTIONAL  CARE 
TO  PROVIDE  SERVICES  IN  NON- I NSTITUTI ONAL  SETTINGS 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

Provision  of  whatever  services  are  necessary  to  maintain 
individuals  (who  have  been  approved  for  admission  to  inter- 
mediate care  facilities  or  long-term  care  institutions  and  for 
whom  reimbursement  rates  have  been  set)  outside  of  the  insti- 
tution in  the  community  by  using  the  same  monies  available 
for  institutional  care  to  purchase  services  needed  to  live 
outside  of  the  institution.     Maximum  use  would  be  made  of  the 
full  range  of  existing  community  resources,  but  where  nec- 
essary and  feasible  new  services  could  be  created.  Indi- 
vidualized plans  of  care  would  be  developed  for  each  recipient 
according  to  his  own  needs.     Standardized  pre-coded  instruments 
would  be  used  to  collect  data  for  research  and  clinical  pur- 
poses simultaneously  to  reduce  misuse  of  professional  staff 
time  and  to  assure  uniform  data  collection  procedures.  Reci- 
pients'  needs  would  be  reassessed  periodically  to  assure  de- 
livery of  appropriate  care.     The  life  patterns  of  individuals 
receiving  services  outside  the  institution  would  be  compared 
with  those  of  a  matched  group  of  institutionalized  individuals 
using  a  randomized  matched  pair  design  evaluation  strategy. 

TARGET  POPULATION 

Persons  in  institutions  who  are  assessed  as  capable  of 
living  in  settings  which  do  not  provide  24-hour  care  and 
persons  for  whom  institutionalization  is  imminent,  e.g.,- 
those  on  waiting  lists.     Both  the  elderly  and  the  younger  dis- 
abled/chronically ill  who  are  eligible  for  institutional  care 
would  be  included.     Annually,  200  clients  would  be  served  by  the 
service  team  and  the  records  of  200  institutional  counterparts 
would  be  followed. 
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WHAT  ISSUES  ARE  TO  BE  TESTED 


The  validity  of  ordinary  definitions  of  appropriate 
placement,  i.e.,  the  demonstration  is  basically 
questioning  the  correctness  of  official  decisions 
that  institutionalization  is  warranted  for  certain 
individuals. 

Is  it  actually  possible  to  maintain  individuals  who 
have  been  designated  'eligible'  for  institutions 
outside  of  the  institution? 

Are  the  recipients  of  services  that  enable  them 
to  live  in  the  community  more  satisfied  with  their 
life  circumstances  than  their  counterparts  in  in- 
stitutions?   How  do  their  families  feel  about  the 
alternative  mode  of  care?     In  terms  of  functional 
health  status,  how  do  the  recipients  compare  to  the 
institutionalized?     Is  social  functioning  improved? 
Is  there  a  difference  in  reality  orientation?  What 
are  the  effects  on  morbidity  and  mortality?     Is  more 
"normal   living"  facilitated  for  the  young  disabled 
recipients  (e.g.,  marriage)?    To  what  extent  is 
their  empl oyabi 1 i ty  enhanced? 

Are  non- i ns ti tuti onal  alternatives  cost-effective? 
Appropriate  cost-effectiveness  analysis  takes  into 
account  imputed  values  for  increased  satisfaction, 
improved  functioning,  etc. 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

If  the  demonstration  is  successful  in  showing  that  non- 
institutional  care  is  superior  and  can  be  provided  for  the 
same  amount  now  being  allocated  for  institutional  care,  then 
legislation  may  be  enacted  to  change  present  reimbursement 
mechani  sms . 

The  alternatives  procedure  may  also  significantly  reduce 
the  amount  of  new  building  needed. 

LOCAL  RESOURCES  NEEDED 

Community  in  which  demonstration  is  conducted  should  have 
a  reasonable  number  of  community  services  available  for  use. 
(However,  if  the  demonstration  were  to  be  conducted  in,  for 
example,  a  rural  area  then  services  would  have  to  be  created 
and  manpower  imported.)     Services  for  recipients  would  be  pur- 
chased from  community  agencies. 


B. 


C. 
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Two  possible  types  of  grantee  organizations  are: 

1.  A  long-term  care  institution  working  with  a  research 
organization  which  would  have  a  policing  function,  as 
well  as  the  usual  research  role,  to  make  sure  that 
the  institution's  vested  interests  did  not  bias  the 
demonstration  outcomes. 

2.  An  outside  organization  such  as  a  community  agency 
with  the  institutions  supplying  recipients  for 
alternative  care  in  a  cooperating  but  subordinate 
rol  e. 

CONSTRAINTS 

Resistance  from  patients  (i.e.,  potential  service 
recipients)  and  their  families.     Difficulties  in  providing 
supportive  services  from  social  service  agencies  because  of  the 
agencies'  arbitrary  eligibility  regulations. 

SETTING 

The  alternatives  procedure  should  be  tried  in  several 
states  in  both  urban  and  rural  settings  in  order  to  compare 
experience.     It  may  be  advisable  to  have  a  pilot  project  in 
an  area  which  has  a  relatively  adequate  supply  of  community 
services . 

AUSPICES 

Non-stigmatized  health  oriented  institution  or  agency. 
Possibilities  include:     HMO,  health  facility  (e.g.,  hospital, 
long-term  care  facility,  medical  school);  municipal,  county, 
state  health  department,  Visiting  Nurses'  Association;  home 
care  agency. 

STAFFING 

A  separate  administrative  unit  with  an  interdisciplinary 
specialized  staff  specifically  and  exclusively  assigned  to 
the  project  is  required.     A  professionally  staffed  evaluation 
team  would  work  closely  with  the  specialized  service  provider 
unit.     Basic  administrative  staff  would  include:  administrator, 


V-26 


interdisciplinary  assessment  team,  administrative  assistant, 
procurator,  clerical  staff.     Evaluation  team  would  be  directed 
by  a  specialist  in  evaluation  research  who  would  have  two 
research  assistants  and  a  secretary  clerk. 

TIME  PERIOD 

Five  years  for  demonstration.     Evaluation  at  the  end  of 
the  third  year.     If  warranted,  last  two  years  would  be  spent 
making  arrangements  to  sustain  the  program  on  a  permanent 
basis  by  getting  enabling  legislation  enacted. 

ESTIMATED  COSTS* 

$200,000  (per  site,  per  year) 
Administrative:  $150,000 

Services:     no  additional  expenditures  since  the  reim- 
bursement monies  that  would  be  available 
for  the  recipients  if  they  were  in  insti- 
tutions would  be  used  to  procure  services 
outside  institutions. 

Evaluation  Component:  $50,000 


Staffing  patterns  and  costs  estimated  by  recorder  at 
group  request. 
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Task  Group  III 


B.     OUTLINE  FOR  RESEARCH  MODEL :     COMMUNITY  SURVEY  TO 
IDENTIFY  POPULATION-AT-RISK  AND  SERVICE  GAPS 

SERVICES  TO  BE  INCLUDED  IN  THE  PACKAGE 

Surveys  in  a  stratified  sample  of  communities  to  identify 
and  assess  the  care  needs  of  the  population  in  those  communities 
and  to  acquire  information  on  how  those  persons  with  various 
disabling  health  conditions  are  coping,  or  attempting  to  cope, 
with  the  problems  created  by  the  disabling  condition.  (Dis- 
abling condition  is  broadly  defined  to  cover  the  spectrum 
from  physical  and/or  mental   impairment  to  losses  in  functioning 
associated  with  the  aging  process.)     Communities  to  be  surveyed 
would  include  some  that  were  high  income,  some  low;  some  urban; 
some  rural;  some  rich  with  resources  for  care  both  in  and  out 
of  institutions;  others  lacking  resources;  some  actively  com- 
mitted to  developing  adequate  health  care  resources  in  the 
broad  sense;  others  resistant  to  expansion  of  services.  Survey 
instruments  and  data  collection  procedures  identical   in  all 
communi  ties. 

TARGET  POPULATION 

Not  applicable 
WHAT  ISSUES  ARE  TO  BE  TESTED? 

See  next  item 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

Conducting  surveys  in  a  variety  of  community  settings 
would  yield  data  on  the  service  needs  of  the  population,  the 
types  of  services  that  are  being  used,  the  kinds  of  alternatives 
to  institutional  care  that  are  sought  and  used  by  individuals 
(and  their  families).     In  those  instances  where  assessment  and 
recommendation  for  appropriate  care  have  been  made,  information 
would  be  available  on  the  extent  to  which  individuals  were  in 
fact  able  to  procure  appropriate  care.     Since  it  is  highly 
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likely  many  will   not  be  receiving  appropriate  care  because  the 
community  lacks  service  resources,  service  gaps  will  be 
identified.     The  surveys  also  can  be  used  for  case  finding. 

Survey  information  can  be  used  by  the  communities  to 
identify  their  service  needs  and  to  take  necessary  steps  to 
improve  services  available  from  community  providers.  The 
states  can  use  the  information  in  planning  and  the  Federal 
government  in  making  decisions  to  allocate  funds.     New  legis- 
lation may  be  created  as  a  result  of  identifying  unmet  needs 
and  gaps  in  service. 

Survey  instruments  and  procedures  developed  in  the  demon- 
stration project  could  be  used  by  the  states  in  developing  state 
service  plans.     They  could  also  be  a  model  for  a  rational  sur- 
vey of  the  "population  at  risk." 

The  community  surveys  will  also  permit  comparison  of  how 
different  communities  handle  similar  problems  and  will  give 
insight  into  how  services  are  developed  in  communities  that 
resist  expansion  of  services.     Such  information  could  be  used 
in  other  communities  with  similar  problems  which  are  devising 
strategies  to  develop  service  systems  for  their  own  populations. 

LOCAL  RESOURCES  NEEDED 

Support  of  the  service  agencies  in  the  communities  being 
surveyed  is  needed. 

CONSTRAINTS 

It  may  be  difficult  to  get  an  appropriate  mix  of  communities 
in  which  to  conduct  surveys  because  of  resistance  from  community 
service  agencies. 

SETTING 

See  item  on  Services 
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AUSPICES 


Specially  created  omsbudsman  governmental  commission. 
STAFFING* 

Six  man  'board  of  directors.1     Operating  staff:  Princi- 
pal investigator,  survey  statistician,  data  analyst,  community 
liason  officer,  interviewer  overseer,  statistical  assistant, 
research  assistant,  clerical   support  staff.  Interviewers 
hired  as  needed. 

TIME  PERIOD* 

Approximately  3  1/2  years.     One  year  to  develop  instruments 
and  procedures  and  select  stratified  sample  of  communities. 
Six  months  for  negotiation  with  communities  to  attain  the  de- 
sired mix  of  settings  and  to  make  preliminary  arrangements 
at  survey  sites  (e.g.,  interviewer  training).     Two-four  months 
to  conduct  interviews.     Six  months  for  processing  and  analyzing 
data.     Six  months  for  feedback  to  communities.     Three  months 
for  refinement  of  instruments  and  procedures  into  a  model  that 
could  be  used  by  the  states  and  by  the  Federal  government  for 
a  national  survey.     Three  months  for  preparation  of  final  re- 
port for  general  dissemination. 

ESTIMATED  COST* 

$1,254,000  (assuming  10  cities  in  sample). 

Board  of  Directors  honoraria:     $44,000  (3  day  quarterly 

meeti  ngs ) . 

Operating  Staff  Salaries  and  Wages:  $420,000. 
Interviews:  $350,000. 

Data  Processing  and  Analysis:  $175,000. 
Indirect  Operating  Expenses:  $225,000. 
Travel:  $40,000. 

Staffing,  time  period,  and  cost  estimate  prepared  by 
recorder  at  group  request. 
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Task  Group  III 

C.     OUTLINE  FOR  RESEARCH  MODEL:     DEVELOPING  STANDARDIZED 
INSTRUMENTS  FOR  COLLECTING  DATA  ON  CLIENT  NEEDS,  THE 
SERVICES  PROVIDED,  AND  THE  OUTCOME  OF  INTERVENTION 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

(The  following  is  a  research  project,  not  a  project  to 
deliver  services  to  individuals  directly.) 

Development  of  standardized,  pre-coded  data  collection  in- 
struments which  could  be  used  by  all  projects  providing  ser- 
vices to  elderly  and/or  young  disabled  individuals. 

TARGET  POPULATION 

Not  applicable  in  the  sense  of  a  population  receiving 
direct  services.     Users  of  the  standardized  forms  which 
would  be  developed  would  include  researchers;  service  agency  in 
take  personnel  performing  assessment  of  recipients  and  recom- 
mending appropriate  services;  agency  personnel  charged  with 
recording  the  recipients'   progress/ acti vi ti es  while  receiving 
services;  outside  evaluation  teams. 

WHAT  ISSUES  ARE  TO  BE  TESTED 

Not  applicable 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

Standardized  data  collection  procedures  would  facilitate 
comparison  of  projects  and  would  significantly  expand  the  data 
base  in  the  health  care  field.     Much  information  acquired  in 
the  course  of  conducting  service  delivery  demonstrations  is 
now  being  lost;  systematic  uniform  reporting  procedures  could 
reduce  that  loss.     Program  planners  in  the  several   levels  of 
government  would  be  in  a  better  position  to  make  sound  deci- 
sions on  how  to  allocate  funds  if  they  had  a  larger  data  base. 
Service  agency  administrators  may  be  able  to  operate  more 
efficiently  with  a  regular  reporting  system  to  provide  con- 
tinual feedback  on  operations. 
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LOCAL  RESOURCES  NEEDED 

Technical  expertise  in  evaluation  research  methodology. 
Sufficient  prior  experience  in  health  care  field  to  have  the 
thorough  understanding  of  operating  service  delivery  agencies' 
procedures  required  to  design  viable  instruments  that  are 
genuinely  useful  for  both  operators     and  researchers. 

CONSTRAINTS 

Researchers  and  agencies/organizations  delivering  services 
are  likely  to  have  different  views  on  the  extent  and  kind  of 
information  that  should  be  collected.     The  design  of  standard- 
ized data  collection  instruments  will  require  some  reconci- 
liation of  such  differences  if  the  instruments  are  to  achieve 
the  universal  use  that  is  the  goal. 

SETTING 

Research  organization  with  demonstrated  capability  in 
evaluation  research. 

AUSPICES 

Uni vers i ty/ research  i ns ti tu te/ i ndependen t  research  organi- 
zation with  mu 1 ti -di sci pi i nary  staff. 

STAFFING 

Principal   investigator:     multi-disciplinary  development 
team;  research  assistant  and  clerical  support  staff. 

TIME  PERIOD* 

Eighteen  months 


* 

Estimates  derived  by  recorder  due  to  lack  of  time  at 
conference . 
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ESTIMATED  COST 


$150,000  (assuming  field  testing  of  instruments). 
Services:     Not  applicable 

Evaluation  Component:     Evaluation  of  the  use  and  impact  of 
standardized  instruments  not  possible  for  several   (5?)  years 
because  of  the  need  to  get  a  number  of  organizations  delivering 
services  to  use  the  instruments  on  a  continuing  basis  over  a 
period  of  years.     However,  after  sufficient  time  lapse,  an 
evaluation  of  their  utility  should  be  performed  to  determine 
if  the  expected  benefits  were  obtained. 


* 

Estimates  derived  by  recorder  due  to  lack  of  time  at 
conference . 
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TASK  GROUP  IV 
(Caro  Group) 


PARTICIPANTS : 

Dr.  Frank  Caro,  Chairman 

Mr.  Wayne  Reznick,  Recorder 

Ms.  Marcile  Backs 

Dr.  Paul  Haber 

Mr.  Ira  Laster 

Dr.  Eric  Pfeiffer 

Dr.  Otto  Reid 

Ms.  Edith  Robins 

Mr.  John  Smith 


PROPOSALS 


A.     Outline  for  Demonstration:     Day  Care 
Center 


B.  Outline  for  Demonstration:  Multi-Dis- 
ciplinary Assessment,  Placement,  and 
Service  Coordination  Team 

C.  Outline  for  Demonstration:  Personal 
Care  Organization 

D.  Outline  for  Demonstration:  Regional 
Comprehensive  Services  System  Package 
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Task  Group  IV 
A.     OUTLINE  FOR  DEMONSTRATION:     DAY  CARE  CENTER* 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

The  Day  Care  Center  idea,  though  extensively  used  in 
England,  is  still   in  the  theory  stage  in  the  United  States 
with  a  single  exception.     This  exception  is  the  program  at  the 
Levindale  Center  for  the  Aging  in  Baltimore  which  is  to  a  large 
extent  the  model  for  the  program  being  proposed.     The  proposed 
model  of  a  Day  Care  Center  would  include  several  services: 
podiatry,  sheltered  work  shop,  occupational   therapy,  speech 
therapy,  physical   therapy,  recreational  and  social  activities, 
physical  and  mental  health  care,  supervision  of  medication,  as 
well  as  transportation  and  meals.     Such  a  Center  would  also  en- 
courage clients'   reality-orientation  and  community  living. 
Other  services  would  include  a  floating  hospital  bed  capability 
and  referral  services.     The  Center  would  operate  flexibly;  five 
day  week  service,  two  to  three  day  a  week  service,  or  possibly 
seven  day  a  week  service  could  be  provided.     The  Center  could 
offer  its  services  as  warranted  and  desired  by  the  clients  or 
families  of  clients.     The  major  contribution  of  the  Day  Care 
Center  approach  is  in  the  areas  of  mental  health  and  physical 
therapy . 

TARGET  POPULATION 

The  primary  population  are  nursing  home  patients  who  could 
return  to  their  homes,  given  the  supportive  services  and  pro- 
tective care  provided  by  a  Day  Care  Center.     The  elderly  in 
the  community  who  are  at  risk  and  who  would  likely  find  their 
way  into  a  nursing  home  or  a  long-term  institution  are  the 
secondary  population.     These  two  population  pools  could  yield 
a  client  population  for  demonstration  purposes  of  about  50 
persons  daily  at  the  Day  Care  Center. 

*Proposed  by  Ms.  Edith  Robins,  Coordinator,  Health  of  the 
Aging,  Community  Health  Services,  with  contributions  from  other 
group  members. 
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WHAT  ISSUES  ARE  TO  BE  TESTED? 


Can  this  Day  Care  Center  represent  an  effective  resource 
for  facilitating  the  release  of  patients  from  nursing  homes? 
Can  it  prevent  institutionalization?    Can  this  Center  encourage 
participants  to  maintain  independent  and  self  sufficient  living? 
What  are  the  comparative  cos t- benef i ts  of  the  Day  Care  strategy 
and  the  institutional/nursing  home  strategy?     Can  the  Day  Care 
Center  approach  work  in  the  United  States  with  its  funding 
structures  which  are  so  very  different  from  those  of  Great 
Bri  tai  n? 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

The  Day  Care  Center  approach  has  great  potential  for  pro- 
viding physical   therapy  and  facilitating  the  mental  health  of 
the  patients.     "Total  care  services"  in  other  than  long-term 
institutions  may  be  provided.     Such  Centers  could  also  ease 
the  burden  of  the  family  caring  for  an  elderly  person  by  pro- 
viding respite  services.     Since  there  are  a  number  of  elderly 
who  simply  cannot  exist  independently  in  their  own  homes  or 
in  the  homes  of  family  members,  the  Day  Care  Center  fills  a 
service  gap  in  many  communities.     It  is  possible  that  pro- 
vision of  Day  Care  Center  services  may  prove  to  be  less  costly 
than  institutional  care  even  in  terms  of  dollar  outlays. 

LOCAL  RESOURCES  NEEDED 

The  administering  agency  could  be  one  of  a  variety  of  in- 
stitutional sponsors  including  existing  community  agencies  for 
the  aging,  hospitals,  nerrsing  homes,  group  practice  arrangements. 
Arrangements  should  be  made  with  a  long-term  care  institution 
or  institutions  to  provide  for  the  admission  on  an  as-needed 
basis  of  those  clients  who  require  such  care.     In  addition, 
short-term  admission  to  institutions  should  be  assured  for 
those  whose  personal  or  familial  social  situations  require 
such  an  approach. 
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CONSTRAINTS 


Enabling  funding  structures,  such  as  those  used  in  Great 
Britain  do  not  exist  in  this  country.     Many  persons  in  long- 
term  institutions  do  not  have  their  own  homes  to  which  they  can 
return.     This  will  limit  the  impact  on  the  Day  Care  Center  in 
providing  an  alternative  to  institutionalization.     It  is  dif- 
ficult to  obtain  clients  from  the  "at-risk"  population  not 
presently  applying  to  nursing  homes.     The  participation  of  the 
aging  who  are  perhaps  only  considering  the  possibility  of 
nursing  homes,  as  well  as  those  for  whom  institutionalization 
is  imminent,  is  considered  desirable.     While  applicants  for 
nursing  homes  are  considered  to  be  desirable  for  testing  pur- 
poses, the  group  felt  that  it  was  particularly  important  to 
attempt  to  demonstrate  the  validity  of  the  Day  Care  Center 
approach  for  persons  who  have  not  as  yet  applied  for  insti- 
tutionalization.    Another  problem  of  the  demonstration  and 
the  proposed  on-going  service  is  the  affiliation  with  a  nursing 
home.     The  consumers,  i.e.,  the  aging  persons  the  Center 
would  serve,  would  object  to  participating  in  a  program 
associated  with  a  nursing  home.     Accounting  procedures  to 
isolate  the  costs  of  providing  day  care  services  as  distinct 
from  institutional  service  are  required  if  the  Day  Care  Center 
is  affiliated  with  a  nursing  home.     For  purposes  of  economy, 
some  nursing  home  services  (e.g.,  food  service)  would  be  used 
if  the  Day  Care  Center  were  affiliated  with  a  nursing  home. 
However,  the  costs  of  services  to  Day  Care  clients  and  nursing 
home  patients  would  have  to  be  kept  separate  to  facilitate  cost 
comparison  and  evaluation.     One  of  the  group  members  questioned 
the  cost  benefit  approach  to  evaluation  with  respect  to  this 
project.     The  group  member  felt  that  it  was  undoubtedly  cheaper 
to  be  dead  and  undoubtedly  more  expensive  to  keep  older  persons 
alive  longer.     Accordingly,  over-emphasis  on  the  possible 
pecuniary  benefits  of  the  Day  Care  approach  may  obscure 
recognition  of  effects  that  cannot  be  measured  in  dollars  and 
cents  terms. 
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SETTING 


North  Beach  in  San  Francisco  which  has  a  large  Chinese 
population  might  serve  as  a  possible  site  for  the  proposal. 

AUSPICES 

Various  administering  agencies  could  serve  as  the  spon- 
soring agency,  including  community  agencies  for  the  aging, 
hospitals,  nursing  homes,  group  practice,  etc.     Specific  organ- 
izations or  individuals  who  might  possibly  be  sponsors  of  such 
a  project  were  not  indicated. 

STAFFING 

A  nurse  could  be  in  charge  of  such  a  Day  Care  Center  with 
support  coming  from  one  to  three  social  workers,  an  adminis- 
trator, part-time  occupational,  physical  and  speech  therapist, 
as  well  as  consulting  or  part-time  geriatric  physicians  and 
psychi atri cts  or  psychologists.    The  Center  would  also  have 
about  three  aides. 

TIME  PERIOD 

Three  years. 

ESTIMATED  COST 

The  estimated  cost  per  year  is  $182,000  or  less  if  a  waiver 
could  be  obtained  from  Medicaid  for  the  services  provided  by 
the  Center.     The  figure  is  based  on  a  five-day  week  operation 
of  the  Center  and  does  not  include  the  evaluation  component 
costs.    The  evaluation  cost  of  the  project  was  not  indicated. 
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Task  Group  IV 

B.     OUTLINE  FOR  DEMONSTRATION:     MULT  I - DI S C I P L I  NARY* 
ASSESSMENT,  PLACEMENT  AND  SERVICE  COORDINATION  TEAM 

Patients  with  disabling  and/or  chronic  conditions  quite 
often  do  not  seek  services  according  to  their  needs,  but  rather 
resort  to  whatever  facilities  are  available  regardless  of 
their  appropriateness.     Moreover,  the  disposition  of  cases  is 
frequently  made  on  the  basis  of  funding.     That  is,  the  patient 
is  pigeon-holed  to  resources  which  can  be  paid  for,  such  as 
nursing  home  care.     A  second  factor  involved  in  the  disposition 
of  patients  to  health  care  resources  is  professional  bias.  Par- 
ticular professionals  will  make  disposition  or  analyses  of  the 
needs  of  the  patient  according  to  their  own  particular  biases 
rather  than  from  the  point  of  view  of  what  the  patient  needs. 
For  example,  the  nursing  home  physicians  tend  to  be  pathologi- 
cally oriented  and  to  focus  on  the  patient's  disease  rather 
than  his  possible  restorative  potential.     Because  of  these 
factors,  a  mul ti -di sci pi i nary  approach  to  assessment,  placement, 
and  coordination  is  urged. 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

Several  services  are  included.     The  first  is  a  three  part 
assessment : 

1.  a  target  population/region  assessment  whereby  a 
door-to-door  or  sample  canvassing  approach  would 
be  used  to  ascertain  the  status  of  need  of  that 
particular  region; 

2.  an  individual  assessment  which  would  involve 
multi-phasic  screening  of  individual  clients' 
needs  by  a  mul ti -di sci pi i nary  team;  and 


Proposed  by  Paul  Haber,  Deputy  for  Clinical  Services, 
Veterans  Administration  Central  Office,  and  Eric  Pfeiffer, 
Associate  Professor  of  Psychiatry,  Center  for  the  Study  of 
Aging  and  Human  Development,  Duke  University,  with  contribu- 
tions from  other  group  members. 
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3.     an  assessment  of  the  community  resources  and 
p  rog  rams . 

This  assessment  or  survey  would  attempt  to  determine  the 
needs  of  the  community,  as  well  as  the  resources  available  for 
meeting  the  continual  needs  of  the  elderly.     Four  dimensions 
of  assessment  were  suggested:     mental  health  rating;  social  re- 
sources rating;  economic  resources  rating;  and  a  performances 
rating  for  activities  of  daily  living. 

The  second  major  service  is  placement.     This  service  would 
refer  and  place  persons  in  appropriate  facilities  or  arrange 
for  delivery  of  services  to  them  from  community  resources.  The 
appropriate  placement  would  be  determined  by  the  team  assess- 
ment of  the  individual.     Involved  in  the  decision  would  be 
certain  trade-offs  between,  for  example,  the  social  concerns 
of  the  client  (e.g.,  the  isolation  from  the  family)  and  the 
medical  considerations   (e.g.,  need  to  stay  in  a  hospital 
facility  to  receive  treatment).     It  would  be  the  function  of 
the  mu 1 ti -di s ci p 1 i nary  team  to  develop  optimal   trade-offs  of 
the  various  needs  of  the  individual  so  that  an  appropriate 
placement  would  be  based  on  the  optimal  situation  of  the 
patient  rather  than  disciplinary  diagnoses. 

A  third  component  in  this  package  is  the  service  component. 
The  team  would  not  only  place  people  in  proper  community  pro- 
grams and  facilities,  but  whenever  necessary  would  also  pro- 
vide the  services  themselves.     In  the  interest  of  efficiency, 
overlap  of  programs  would  be  minimized  and  only  when  the  com- 
munity does  not  provide  a  given  service  would  the  team  implement 
such  a  service.     For  example,  mental  health  counseling  is  an 
important  kind  of  service  that  many  communities  lack  and  which 
would  have  to  be  developed  where  needed. 

A  fourth  component  in  the  mul ti -di sci pi i nary  teams  efforts 
would  be  coordination  and  follow-up.     The  purposes  of  the 
follow-up  would  be  not  only  to  evaluate  the  mul ti -di sci pi i nary 
di ci si on-maki ng  of  the  team  but  also  to  permit  adjusting  clients' 
placements  according  to  the  changes  of  clients'   status.  In 
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short,  follow-up  would  provide  for  periodic  measurement  of 
clients'   needs  and  adjustments  in  disposition,  and  for  con- 
tinual feedback  to  the  mul ti -di sci pi i nary  assessment  team. 

Clients  enter  this  system  or  come  in  contact  with  this 
mu 1 ti -di sci p 1 i nary  team  by  referral  from  an  agency.  A 
vigorous  case-finding  approach  would  be  used  to  provide 
service  for  the  aged  in  the  community  whose  present  needs  are 
not  served  because  they  are  not  identified.     These  team  ser- 
vices were  recommended  for  several   locations  in  the  community  to 
maximize  service  impact. 

TARGET  POPULATION 

A  group  of  persons  over  65  in  institutions  who  are  moder- 
ately to  severely  disabled,  as  well  as  similar  persons  in  the 
community  who  are  at  high  risk  for  institutionalization.  This 
population  would  reside  within  a  rural  or  urban  area  with  a 
population  size  of  about  50,000,  with  an  aging  disabled  popu- 
lation of  from  10,000  to  12,000.     Target  members  must  have 
some  potential  for  independent  community  living. 

WHAT  ISSUES  ARE  TO  BE  TESTED? 

The  primary  thrust  of  the  proposal  is  to  ascertain  how 
persons  from  various  disciplines  can  effectively  arrive  at  a 
group  decision  that  will  optimally  consider  all  the  relevant 
factors  of  patient  need.     Specifically,  the  question  is:  Can 
professional,  economic,  and  agency  biases  be  mitigated  by  a 
mul ti -di sci pi i nary  team?    A  second  issue  or  objective  of  the 
proposal   is  examining  whether  the  use  of  a  mu 1 ti -di sci pi i nary 
team  with  a  mu 1 ti -faceted  profile  would  provide  more  effective 
and  appropriate  placement  of  a  target  population  than  would  be 
obtained  for  a  comparable  control  group  subject  to  tradi- 
tional placement  and  decision  making  procedures. 
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Other  issues  to  be  examined  are  the  effectiveness  of  using 
such  group  dynamics  procedures  as  rotating  the  team  leader- 
ship or  authority,  as  well  as  using  specialized  mu 1 ti -face ted 
profiles.     Other  evaluation  components  would  include  a  com- 
parison between  the  demonstration  group  with  coordination  of 
services  and  a  control  group  in  terms  of  cost  benefits,  the 
rate  of  morbidity,  the  rate  of  mortality,  and  change  of  patient 
status  as  revealed  through  the  periodic  reassessment  process. 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

First,  more  efficient  and  appropriate  utilization  of  com- 
munity resources  would  produce  cost  savings  and,  at  the  same 
time,  provide  more  options  for  the  elderly.     Second,  the  pro- 
posed model  would  produce  more  appropriate  placement  of 
patients.     Third,  the  model  would  facilitate  a  more  appro- 
priate use  of  existing  health  manpower. 

LOCAL  RESOURCES  NEEDED 

Three  kinds  of  community  or  local  resources  needed  are: 

1.  locally  trained  staff  whose  composition  is 
elaborated  under  "staffing;" 

2.  a  variety  of  community  programs  including 
hospitals  with  long  and  short  term  capabil- 
ities, out-patient  clinics,  nursing  homes,  home 
health  services,  foster  homes,  personal  care 
facilities,  rehabilitation  facilities,  etc.;  and 

3.  a  highly  visible  organization  to  coordinate  the 
services. 

CONSTRAINTS 

It  would  be  difficult  to  construct  a  mul ti -di sci pi i nary 
team  because  of  the  role  conflicts  and  rivalries.     For  example, 
physicians  may  be  resistant  to  serving  on  mu 1 t i -di s ci pi i nary 
teams  in  which  his  judgment  would  have  equal  weight  with  a 
social  worker's  in  the  disposition  of  a  patient.     A  second 
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constraint  would  involve  trying  to  provide  services  which  th'e 
community  assessment  of  resources  reveals  are  lacking  in  the 
community.     A  third  constraint  is  the  difficult  task  of  gain- 
ing the  confidence  and  collaboration  of  service  organizations 
and  facilities. 

SETTING 

A  particular  region  or  setting  was  not  specified.  How- 
ever, it  was  suggested  that  a  rural  county  (or  counties)  or  a 
moderate  sized  city  would  be  appropriate  demonstration  sites. 

AUSPICES 

Various  sponsoring  agencies  were  suggested:  American 
Nursing  Home  Association,  American  Hospital  Association, 
Visiting  Nurses'  Association,  County  Medical  Societies, 
Family  Service  Organizations,  etc.     In  addition,  any  recog- 
nized community  group  or  agency  concerned  with  aging  could 
administer  such  a  demonstration. 

STAFFING 

The  mul ti -di sci pi i nary  team  would  consist  of:  One 
physician  with  a  masters  in  public  health,  one  internist,  a 
psychiatrist,  a  psychologist,  two  or  three  social  workers, 
one  or  two  public  health  registered  nurses,  one  physical 
therapist,  one  administrator,  one  secretary,  one  nutritionist, 
and  one  driver. 

TIME  PERIOD 

Funded  for  one  year  at  a  time,  renewable  for  two  or 
three  years. 

ESTIMATED  COST 

Estimates  of  the  project  cost  ranged  from  $145,000  to 
$200,000  per  year.     Services  cost  estimated  as  $115,000  where 
a  day  care  and  home  service  corps  exists.     Evaluation  costs 
estimated  to  be  $30,000. 
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Task  Group  IV 

C.     OUTLINE  FOR  DEMONSTRATION:     PERSONAL  CARE  ORGANIZATION* 

The  absence  of  supportive,  especially  practical  helping 
services  for  the  elderly  and  disabled  in  urban  environments, 
forces  decisions  to  institutionalize  on  doctors,  social  workers, 
families,  and  friends.     Inadequate  efforts  to  deal  with  dis- 
ability while  individuals  live  in  their  own  homes  represent  a 
basic  failure  in  prevention.     Lack  of  pre-i nsti tuti onal  care 
in  the  home  leads  to  the  over-use  of  costly  institutional  alter- 
natives of  care.     Currently,  Medicaid  and  Medicare  funds  are 
disproportionately  spent  to  maintain  the  elderly  and  disabled 
in  institutions  rather  than  in  the  community  in  their  own 
homes  . 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

The  types  of  maintenance  and  supportive  needs  for  practical 
helping  services  provided  by  a  local  Personal  Care  Organization 
include  assistance  with  food  shopping  and  meal  preparation; 
mobility  assistance  within  and  outside  the  home;  transportation 
to  health  services  for  delivery  of  prescription  drugs;  assis- 
tance with  laundry  or  home  maintenance;  dressing  and  personal 
care;  guidance  in  financial,  legal,  and  relocation  matters; 
counseling  of  client  and  family  on  available  health  and  social 
services;  and  telephone  availability  in  time  of  crisis.  Such 
services  would  be  provided  predominantly  by  non-professionals 
supervised  by  appropriate  professionals.     The  services  deliv- 
ered would,  in  each  case,  depend  upon  tke  needs  of  the  client. 

TARGET  POPULATION 

With  regard  to  eligibility  of  services,  the  Personal  Care 
Organization  would  be  free  to  help  the  client  maintain  himself 

Proposed  by  Dr.   Frank  Caro,  Associate  Professor,  Levinson 
Gerontological  Policy  Institute,  Brandeis  University  with  con- 
tributions from  other  group  members,  and  additional  resource: 
U.S.,  Congress,  Senate,  Special  Committee  on  Aging,  Al  terna- 
tives  to  Nursing  Home  Care:     A  Proposal,  92nd  Congress^  1st 
Session,  prepared  by  Levinson  Gerontological  Policy  Institute, 
Brandeis  University,  Waltham,  Massachusetts,  Oct.  1971. 
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in  the  home  as  long  as  the  client  wished  and  as  long  as  money 
designated  for  the  client  was  available.     On  the  basis  of 
client  needs,  a  voucher  would  be  given  to  the  client  for  use 
in  purching  personal   care  services.     A  disability  rating 
scheme  can  be  developed  for  the  population  at  risk.  Initial 
consideration  of  eligibility  would  be  given  to  those  persons 
who  are  generally  slightly  disabled.     Finer  selection  criteria 
may  evolve  as  the  Department  of  Public  Welfare  works  in  con- 
junction with  the  Personal   Care  Organization  and  health  pro- 
fessionals.    For  demonstration  purposes  a  Medicaid  population 
in  a  specific  geographic  area  would  be  selected  from  among 
those  who  are  functionally  impaired  as  determined  by  to-be- 
developed  disability  assessments.     At  a  later  time,  non-in- 
digent individuals  may  receive  services  on  a  f ee-f or-servi ce 
basis. 

WHAT  ISSUES  ARE  TO  BE  TESTED? 

Will   cost  savings  occur  by  diverting  Medicaid  expenditures 
from  institutional   care  to  personal  care  services?     Can  a 
personal   care  organization      recruit  and  effectively  maintain 
moderately  impaired  persons  in  the  community? 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 

The  provision  of  services  through  the  proposed  personal 
care  organization  would  reduce  public  expenditures  for  long- 
term  care  from  present  levels.     Also,  the  disabled  and  their 
families  would  have  a  wider  range  of  alternatives  in  providing 
for  care.     In  addition,  a  personal  care  organization  would 
provide  employment  opportunities  to  persons  providing  practical 
helping  services. 

LOCAL  RESOURCES  NEEDED 

The  administrative  resources  of  a  Department  of  Public 
Welfare  are  required  in  order  to  respond  to  the  demonstration 
elements  of  casework,  disability  evaluation,  and  quality  con- 
trol.    Also,  a  community  agency  or  agencies  (e.g.,  nursing 
home,  home  service  agency,  etc.)  must  be  identified  that  is 
willing  and  able  to  develop  a  personal  care  organization. 
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CONSTRAINTS 


Several  constraints  were  outlined: 

1.  the  ability  of  the  State  and  Federal  governments 
to  accommodate  such  a  demonstration  project; 

2.  the  possible  limited  ability  of  the  project  to 
maintain  a  substantial  disabled  population  out- 
side of  institutions  and  their  own  homes; 

3.  the  problem  of  the  ability  of  the  Department  of 
Welfare  to  develop  and  administer  equitable  dis- 
ability evaluations  and  to  maintain  effective 
quality  control  in  the  provision  of  such  services; 
and 

4.  the  ability  of  the  personal  care  organization  to 
recruit,  train,  and  supervise  home  aides. 

There  was  some  concern  also  that  it  would  be  necessary  to 
integrate  the  personal  care  or  practical  services  with  pro- 
fessional home  health  services.     The  absence  of  such  colla- 
boration in  providing  home  care  services  was  seen  as  possibly 
limiting  the  effectiveness  of  the  personal  care  organization's 
impact.     In  addition,  there  still  remains  the  possibility 
that  practical  helping  services  will  be  provided  merely  be- 
cause there  is  money  available  to  pay  for  them  rather  than 
because  they  are  needed  by  the  client/patient. 

SETTING 

No  specific  settings  were  suggested.     It  was  recommended 
that  the  demonstration  be  tried  with  slight  variations  in  a 
number  of  settings.     Some  of  the  variations  include: 

1.  integrating  personal  care  services  with  professional 
care  services  such  as  rehabilitation,  occupational 
or  physical  therapy; 

2.  the  association  with  the  nursing  home  vs.  non- 
alignment  with  the  nursing  home; 

3.  i ntegra ti on  .of  the  personal  care  organization 
with  professional  health  manpower  and  facilities; 
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4.     having  the  Department  of  Public  Welfare  make 
arrangements  for  long-term  personal  care  while 
letting  the  personal  care  organization  itself 
handle  the  client/patient's  movement  between 
institutional  and  non-institutional  care. 

AUSPICES 

A  variety  of  existing  community  agencies  could  serve  as 
the  base  to  which  a  personal  care  organization  could  be 
attached.     It  was  suggested  that  a  Department  of  Welfare  would 
function  as  the  planning  and  contracting  agency.  Contracts 
could  be  let  to  a  local  agency  or  agencies  to  provide  the  core 
of  practical  helping  services  which  complement  the  other 
health  services  currently  available  in  the  community.  The 
personal  care  organization,  however,  would  assume  responsi- 
bility for  the  popu 1  a ti on- a t- ri s k  in  a  catchment  area. 

STAFFING 

Staffing  patterns  were  not  specified.     Generally,  however, 
it  was  suggested  that  the  helping  services  be  provided  by  non- 
professionals.    Also  required  in  the  manpower  for  the  project 
would  be  competent  staff  to  provide  counseling,  supervision 
and  auditing  for  monitoring  and  maintenance  of  operational 
quality  control.     It  can  be  assumed  that  the  kind  of  staff 
required  would  depend  upon  the  particular  array  of  services 
provided  by  the  personal  care  organization. 

TIME  PERIOD 

It  was  suggested  that  6  months  be  given  for  planning  and 
two  to  three  years  for  implementation  and  operation.     It  was 
noted  that  demonstration  funds  are  needed  only  for  start-up 
and  evaluation  of  the  personal  care  organization  and  not  for 
the  organization's  continuing  operation. 

ESTIMATED  COST 

Estimated  project  costs:     $50,000  to  fund  the  public  wel- 
fare administration  operation  and  $75,000  to  implement  or 
start  up  the  personal  care  organization. 
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Medicaid  funds  would  be  diverted  to  pay  for  services' to 
individuals.     Fees  for  service  from  the  non-indigent  popu- 
lation which  might  also  receive  personal  care  or  practical 
helping  services  could  be  determined  in  such  a  way  as  to  help 
finance  operation  costs. 

Evaluation  Component:     $50,000  per  year. 
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Task  Group  IV 

D.     OUTLINE  FOR  DEMONSTRATION:  COMPREHENSIVE 
SERVICES  SYSTEM  PACKAGE* 

SERVICES  TO  BE  INCLUDED  IN  PACKAGE 

The  proposed  model   is  a  regional  management  system  of 
health  care  that  includes  the  entire  spectrum  or  continuum  of 
institutional  and  non- i ns ti tuti onal  services,  as  well  as 
mechanisms  for  providing  these  services.     The  region  in  which 
services  would  be  organized  and  managed  is  envisioned  as  a 
geographic  area  with  50  , 000- 7 5  » 000  persons  which  would  have 
about  10,000  aged  persons.     The  system  proposed  would  serve 
both  the  Medicaid  and  non-Medicaid  population.     The  organ- 
ization would  be  a  public,  semi-public  or  private  corporation 
formed  to  manage  health  care. 

In  some  respects  the  model  resembles  the  Health  Main- 
tenance Organization  model.     The  services  include  medical, 
health-related,  supportive  services,  helping  services,  and 
social  activities.     Transportation,  income  maintenance,  sub- 
sidies to  families  to  enable  them  to  care  for  aged  individuals, 
and  assessment/diagnostic  services  to  the  at-risk  population 
are  also  provided.     A  health  care  management  team  would  pro- 
vide advocacy  and  f ol 1 ow- through ,  selection  and  referral  to 
appropriate  services  on  the  basis  of  level  of  care  needed,  pro- 
gramming of  care  needs  of  the  patients,  and  continual  sur- 
veillance of  the  services  delivered  to  individuals  in  need. 
Such  a  system  would  have  a  day  hospital  and  day  care  center 
with  an  outpatient  clinic  which  would  provide  for  dental  as 
well  as  medical  needs.     The  services  would  be  provided  to  an 
enrolled  population  as  with  an  HMO. 

*Proposed  by  Mr.  Louis  Rolnick,  Medical  Assistance  Advisory 
Council  Director,  ILGWU  Department  of  Health  and  Welfare  Bene- 
fits, with  contributions  from  other  group  members. 
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TARGET  POPULATION 

The  aged  and  disabled  enrolled  in  the  Regional  Comprehensive 
Services  System  would  include  those  whose  service  costs  would 
be  reimbursed  by  Medicaid  and  Medicare,  as  well  as  those  who 
would  pay  on  a  f ee-f or-servi ce  basis.     Those  who  are  eligible 
for  Medicaid  would  be  channelled  into  the  system  directly.  The 
participation  of  others  who  are  not  categorically  eligible 
(welfare  clients)  or  medically  indigent,  would  be  developed 
through  solicitation. 

WHAT  ISSUES  ARE  TO  BE  TESTED? 

The  cost  effectiveness  and  ability  to  improve  the  quality 
of  life  of  the  target  population  are  the  criteria  by  which  the 
Regional  Comprehensive  Services  System  (RCSS)  would  be  judged. 
The  effectiveness  of  the  RCSS  enrollees  with  a  group  receiving 
similar  services  without  the  health  care  management  team  and 
the  RCSS  delivery  system. 

WHAT  BENEFITS  ARE  TO  BE  EXPECTED  IF  THE  MODEL  IS  ESTABLISHED? 
The  benefits  that  such  a  model  might  provide  include: 

1.  possible  cost  savings  by  preventing  institutional- 
ization; 

2.  improvement  in  the  quality  of  life  of  the  aged  and 
disabled; 

3.  better  health  care  on  both  preventive  and  main- 
tenance dimensions  through  the  provision  and 
coordination  of  a  greater  variety  of  health  and 
health-related  services;  and 

4.  the  development  of  services  in  the  community  where 
service  gaps  exist. 

LOCAL  RESOURCES  NEEDED 

To  implement  the  demonstration  model,  the  community  should 
have  some  of  the  services  required  in  a  complete  care  service 
system  or  be  able  to  develop  all  these  requisite  services  and 
facilities. 
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CONSTRAINTS 


A  significant  problem  in  this  model   is  obtaining  reim- 
bursement for  funding  to  defray  the  costs  of  the  adminis- 
tration and  management  of  the  system.     Medicaid  and  Medicare 
would  provide  some  funds  for  services.     Another  difficulty  is 
developing  an  enrollment  sufficient  for  the  system  to  be 
cost-ef f ecti  ve . 

SETTING 

No  specific  site  for  the  demonstration  was  indicated. 
However,  it  was  suggested  that  a  geographic  area  from  50,000 
to  75,000  people  with  a  base  of  10,000  aged  and  disabled  per- 
sons, including  both  Medicaid  and  non- Medicaid  eligibles, 
could  serve  as  a  population  base  for  demonstration  purposes. 

AUSPICES 

No  particular  auspices  were  cited.     However,  it  can  be 
inferred  from  the  proposal  that  an  administrative  auspicing 
organization  would  be  developed,  perhaps  from  several  cooper- 
ating existing  community  groups  dealing  with  health  and  health- 
related  services. 

STAFFING 

No  particular  staffing  patterns  were  specified.  However, 
the  total  system  approach  inherent  in  the  proposal  suggests 
that  a  variety  of  administrative,  medical,  health-related, 
supportive  services,  home  services,  etc.   personnel  would  be 
required  according  to  the  various  services,  programs,  and 
facilities  within  the  regional  system. 

TIME  PERIOD 

Five  years. 
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ESTIMATED  COSTS 


The  start-up  costs  for  the  project  were  estimated  as 
$100,000  which  would  include  the  cost  of  on-going  evaluation. 
The  costs  for  services  would  be  reimbursed  or  covered  through 
Medicare  and  Medicaid,  private  insurance  sources,  and  fees 
for  service  from  enrollees  who  can  afford  to  pay. 
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CHAPTER  V 

UNRESOLVED  ISSUES  AND  CONTINUING  PROBLEMS 
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UNRESOLVED  ISSUES  AND  CONTINUING  PROBLEMS 


The  following  section  is  a  distillation  of  the  discussions 
during  the  general  sessions  and  in  the  small  group  sessions. 
The  summary  is  organized  by  topic  area  and  is  based  upon  the 
small  group  recorders'  notes  and  the  transcripts  taken  at  the 
general  sessions.     No  attempt  has  been  made  to  attribute  par- 
ticular ideas  and  comments  to  individual  conferees. 

In  a  closed  working  conference  where  people  are  responding 
rapidly,  the  scholarly  protocols  and  caveats  are  not  as 
strictly  observed  as  they  are  in  more  formal  settings  in  which 
prepared  papers  are  delivered.     As  might  be  expected,  many 
participants  expressed  similar  ideas  in  different  ways.  The 
staff  has  attempted  to  sort  out  these  ideas  and  to  express  the 
major  topics  that  were  discussed  in  a  condensed  form.     As  a 
result,  the  capsule  statements  below  may  not  fully  reflect  the 
nuances  of  the  discussions  or  the  vigor  with  which  some  of  the 
points  were  raised. 

PROBLEMS  WITH  PRESENT  APPROACHES  TO  LONG-TERM  CARE 

1.     Several  factors  encourage  an  inefficient  and 
ineffective  health-care  utilization  pattern. 

a.  There  is  an  economic  bias.     Patients  seek 
and  are  referred  to  resources  that  are 
subsidized  from  the  service-receiving  con- 
sumers' viewpoint  (e.g.,  Medicare,  Medicaid). 
Because  of  current  coverage  practices,  these 
subsidized  resources  are  usually  institutions. 

b.  There  is  a  professional  or  a  disciplinary 
bias.     A  single  professional  opinion  or 
judgment  is  often  regarded  as  sufficient 
even  though  a  referral  made  by  a  multi- 
disciplinary  group  (e.g.,  physician,  social 
worker,  lawyer,  psychologist)  might  be  more 
responsive  to  the  individual's  total  needs. 
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c.     There  is  also  an  agency  bias.     People  tend 
to  rely  on  the  public  or  voluntary  agency 
with  which  they  are  familiar,  and  that 
agency  tends  to  rely  on  the  providers  with 
which  it  has  established  relationships, 
even  if  those  providers'   services  are  not 
the  most  appropriate  for  the  individual's 
personal  circumstances. 

Because  of  the  limited  funds  available  for  health 
care,  costly  services  (primarily  institutions) 
and  costly  patients  (the  severely  disabled)  drain 
resources  that  could  be  used  to  meet  the  needs  of 
the  less  sickly  and  the  at-risk  population.  By 
failing  to  provide  for  preventive  measures  and 
the  less  costly  alternative  services  appropriate 
for  those  who  do  not  yet  have  major  health  pro- 
blems, the  medical  care  cost  problem  is  compounded. 

There  is  an  unwarranted  over-emphasis  on  the  narrow 
view  of  health  as  strictly  a  medical  problem,  and 
on  the  dominant  authority  of  the  MD  in  health  care 
services.     This  traditional  definition  of  health 
is  an  important  factor  inhibiting  the  development 
of  a  more  comprehensive  approach  to  health  care. 

Present  reimbursement  mechanisms  which  follow 
narrow  program  definitions  and  regulations  con- 
tribute to  fragmentation  of  care  and  over-reli- 
ance on  institutions.     New  non-institutional 
approaches  cannot  usually  be  paid  for  under 
present  programs. 

The  assumption  that  persons  in  institutions  are 
receiving  adequate  medical  and  supportive  care 
has  been  questioned.     The  present  payment  system 
actually  encourages  a  person  to  remain  ill  and 
dependent  on  services  for  which  third  party  reim- 
bursement is  available. 

Many  governmental  agencies  at  all   levels  which 
provide  health  care  to  the  elderly  are  locked  into 
the  pattern  of  constructing  in-patient  facilities 
because  the  channels  for  public  and  private  fund- 
ing for  such  purposes  are  better  established.  This 
makes  it  extremely  difficult  to  move  away  from  an 
institutionally  centered  care  system. 

Financial   incentives  for  physicians  and  institutional 
providers  are  needed  to  encourage  the  movement  of 
patients  from  institutions  to  more  or  less  indepen- 
dent living  in  the  community. 
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8.  Several  problems  are  likely  to  arise  when  non- 
institutional  services  are  tied  in  with  insti- 
tutional modes  of  care.  Conflict  of  interest, 
use  of  more  costly  services,  tie-in  to  insti- 
tutional costs,  disinterest  of  institutions  in 
such  alternatives,  adverse  consumer  reactions 
to  affiliation  with  institution,  etc. 

9.  In  our  society,  the  care  of  the  aged,  the 
chronically  ill,  and  the  disabled  have  a 
relatively  low  priority  and  are,  therefore 
accorded  limited  funds.     This  scarcity  of 
recources  forces  the  society,  through  its 
government,  into  rigid  decisions  as  to  what 
shall  and  shall  not  be  financed  which  virtually 
preclude  the  development  of  a  wide  variety  of 
non-institutional  options  for  those  needing 
long-term  care. 

10.     The  long-term  care  field,  including  both  in- 
stitutional and  non-institutional  alternatives, 
lacks  focus.     A  clear  idea  of  what  it  should  be, 
given  existing  real  world  constraints,  has  yet 
to  emerge. 

SERVICE  NEEDS 

1.  Many  individuals  who  are  aged,  disabled,  or 
chronically  ill  do  not  fit  into  the  service 
structure  that  exists.     For  example,  debility 
associated  with  age  can  and  does  occur  before 
65.     Some  necessary  services  such  as  homemaker 
services,  available  under  some  circumstances 
to  public  assistance  recipients,  are  too  ex- 
pensive for  those  of  moderate  means  who  are 
too  affluent  for  welfare  status.     A  disabled 
individual  may  not  be  able  to  earn  enough  to 
procure  services  needed  to  live  independently, 
yet  his  earnings  are  sufficient  to  remove  him 
from  eligibility  for  financial  assistance. 
Services  could  be  available,  perhaps  on  a  fee- 
for-service  or  abi 1 i ty- to-pay  basis,  to  all 
individuals  in  need. 

2.  Though  younger  disabled  individuals  require 
many  of  the  same  services  as  the  aged,  putting 
the  two  groups  together  in  the  same  setting, 
especially  for  long  periods  of  time,  is  not  the 
answer.     This  grouping  of  older  and  younger 
disabled  is  psychologically  debilitating  for 
both,  but  particularly  for  the  young  disabled. 
The  physically  impaired  young  require  a  much 
stronger  emphasis  on  rehabilitation.  Enhanc- 
ing empl oyabi 1 i ty  and  normalization  of  life 
style  (marriage,  family  formation,  etc.)  plays 

a  much  greater  role  with  the  young  than  with 
the  elderly. 
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3.  The  needs  of  the  younger  disabled  are  better 
met  by  at-home  services,  out-patient  services, 
and  housing  services  geared  to  their  particular 
disability.     Home  service  workers  or  personal 
care  agents  who  could  help  the  elderly  live 
independently,  could  also  help  the  young  dis- 
abled.    Financial  support  could  be  made  avail- 
able for  small  scale  congregate  housing,  es- 
pecially designed  for  the  young  disabled.  The 
modifications  in  standard  designs  needed  to 
overcome  architectural  barriers  would  be  less 
costly  than  architectural  modifications  to 
individual  dwellings.     Moreover,  the  services 
of  aides  could  be  shared  and,  at  least  in  part, 
paid  for  from  the  earnings  of  young  disabled 
individuals  who  would  be  able  to  work,  given 
the  availability  of  living  arrangements  and 
support  services  within  their  means. 

4.  Some  variation  of  the  Veteran's  Aid  and 
Attendance  Program  should  be  made  available 
to  help  families  of  non-veterans  meet  long- 
term  care  expenses  not  covered  by  Medicare, 
Medicaid,  and  other  means.     Similarly,  reno- 
vation allowances  such  as  those  provided  to 
veterans  for  "wheel-chair  homes"  are  also 
needed  by  non- veterans . 

5.  Effective  intake  procedures  for  long-term 
care  services  have  yet  to  be  devised.  Infor- 
mation and  referral  services  as  presently  con- 
stituted are  not  sufficient.     They  are  rarely 
able  to  make  recommendations  specific  enough 
for  the  individual's  needs.     Few  information 
and  referral  operations  perform  follow-up 
activity  which  assures  appropriate  service 
from  the  provider  to  the  recipient. 

6.  Since  many  elderly  hospital  discharges  are 
prime  candidates  for  nursing  homes  and  other 
long-term  care  facilities,  hospitals  are  a 
logical  point  of  entry  into  a  delivery  system 
providing  long-term  care  in  both  institutional 
and  non-institutional  settings.     The  decision 
to  institutionalize  is  often  made  because  the 
services  needed  to  maintain  the  patient  at 
home  do  not  exist  or  because  patients'  families 
do  not  know  what  services  are  available  and 
how  to  use  them.     Often,  they  do  not  even  know 
how  to  find  out.     A  patient  assessment  pro- 
cedure and  development  of  a  plan  of  care  at  the 
hospital  before  discharge,  focusing  on  at-home 
services,  could  lead  to  a  reduction  in  the  use 
of  institutions,  at  least  in  areas  where 
services  exist. 
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7.  The  solo  practitioner  who  seeks  to  return  long- 
term  care  patients  to  independent  living  often 
needs  better  referral  sources  and  mechanisms 
than  those  now  available.     He  wants  information 
readily  accessible  to  him  and  his  patients  about 
the  range  of  available  community  resources.  He 
does  not  have  the  time  or  the  staff  to  engage  in 
information  retrieval  for  every  patient  problem. 

8.  Taking  a  comprehensive,  multi-dimensional  view 

of  the  patient's  status  from  intake  to  disposition 
is  of  utmost  importance.     Several  dimensions  are 
suggested  as  appropriate  for  such  an  assessment: 
physical  health,  mental  health,  social  resources 
including  the  family,  economic  resources  of  the 
person,  and  the  ability  to  perform  the  activities 
for  daily  living.     All  patient  needs  should  be 
weighed  in  relation  to  available  resources  to 
determine  treatment  and  referral  appropriate  to 
the  individual  patient. 

9.  Counseling  services  are  critical  in  orienting 
long-term  patients,  who  have  been  institutional- 
ized for  some  time,  to  a  return  to  community 
living.     The  same  is  true  for  patients  who  have 
developed  some  chronic  condition  and  who  can  be 
maintained  outside  of  an  institutional  care 
setting.     The  returnee  needs  help  in  adjusting 
to  the  realities  of  community  living,  not  only 
because  it  is  so  very  different  from  institutional 
living,  but  because  the  demands  of  the  community 
itself  have  changed  during  the  time  he  has  been 
institutionalized.     The  individual  who  has  de- 
veloped a  chronic  condition,  the  proper  management 
of  which  requires  modifications  in  life-style, 
also  needs  help  in  coping  with  the  realities  of 
his  situation  that  he  doesn't  "think"  himself  into 
becoming  more  of  an  invalid  than  the  condition 
warrants . 

10.  Separate  advocacy  for  practical  helping  services 
seems  needed  to  reallocate  funds  from  their 
current  disproportionate  emphasis  on  medical 
servi  ces . 

11.  Periodic  follow-up  should  be  built  into  all  forms 
of  long-term  care  services  to  assure  appropriate 
adjustments  in  the  services  delivered.  Also, 
these  follow-up  activities  permit  an  evaluation 
of  the  outcomes  of  the  services  and  thus  can 
provide  feedback  necessary  to  program  managers 

and  policy-makers  seeking  to  keep  their  procedures 
relevant  and  efficient. 
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12.  Publicity  is  a  vital   factor  in  promoting  the 
effective  use  of  non-institutional  modes  of 
care.     Too  often,  consumers  know  little  about 
existing  services,  a  fact  that  adversely  affects 
utilization.     New  services  especially  need  ex- 
posure in  the  community  to  effect  changes  in 
utilization  patterns.     Publicity  requires  not 
only  the  full  exploitation  of  local  media,  but 
also  the  delivery  of  information  to  those  per- 
sons and  organizations  (churches,  welfare  depart- 
ments, physicians,  etc.)  that  are  engaged  in 
case-finding  and  referrals,  either  actively  or 
passively. 

13.  The  geographic  dispersal  of  services  for  a  par- 
ticular catchment  area  would  address  community 
needs  more  effectively  and  increase  the  visi- 
bility of  available  services. 

SYSTEMS  ASPECTS 

1.     The  prevailing  piecemeal  approach  to  long-term 
care  is  neither  efficient  nor  effective.  A 
system  is  needed.     Efforts  should  be  directed 
now  to  building  delivery  systems  that  provide 
both  institutional  and  non-institutional  care 
as  appropriate  to  the  individual  service  re- 
cipients'  needs.     The  'good'   system  is: 

a .  flexible; 

b.  seeks  to  restore  individuals  to  a  maximum 
level  of  independence; 

includes  as  options  both  home  based  and 
institutionally  based  care; 

d.  provides  services  according  to  a  plan  of 
care  developed  on  an  individual  basis 
for  each  recipient; 

e.  helps  people  to  use  services  through  coun- 
seling, follow-up  and  ancillary  services 
(e.g.,  provision  of  transportation,  finan- 
cial assistance  where  necessary); 

f.  is  monitored  by  a  central  organization; 

g.  is  oriented  to  responding  to  the  impair- 
ment of  the  individual  regardless  of 
whether  the  impairment  is  physical, 
emoti  onal,  or  social. 
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2.     Developing  a  long-term  care  delivery  system 
involves  overcoming  three  major  barriers: 

a.  the  inflexibility  of  present  financing 
methods--whe ther  Medicare,  Medicaid,  public 
assistance,  or  other  third  parties  (e.g., 
private  i nsurance)--whi ch  does  not  lend 
itself  to  providing  services  according  to 
the  individual  client's  needs; 

b.  the  reluctance  of  clients  to  use  available 
services  for  personal  or  cultural  reasons, 
and  the  inability  of  service  providers  to 
take  into  account  the  barriers  to  consumer 
acceptance  in  devising  ways  to  deliver 
services  so  that  they  will  meet  client  needs; 


c.     the" pathological"  or  strictly  medical  ori- 
entation of  most  health  organizations,  which 
frequently  interferes  with  full  exploitation 
of  existing  non-institutional  services  and 
the  imaginative  development  of  new  services 
compatible  with  a  strict  definition  of 
services  (e.g.,  transportation). 

3.     The  major  barrier  to  setting  up  a  system  to  in- 
clude the  full  continuum  of  care  is  not  financial, 
but  organizational.     What  is  needed  is  a  central 
community  organization  with  a  constellation  of 
social  and  health  services  to  provide  institutional, 
custodial,  halfway,  and  home  care  as  appropriate 
for  the  individual.     Once  the  auspices  are  deter- 
mined, then  Medicare,  Medicaid,  private  insurance, 
welfare,  unions,  voluntary  contributions,  and  in- 
dividual subscriptions  can  be  used  to  defray  the 
costs. 


4.     A  large-scale,  comprehensive  long-term  care  program 
directed  exclusively  to  the  poor  is  unlikely  to  sur- 
vive without  100  percent  government  financing.  A 
program  of  services  that  attracts  middle  class  and 
affluent  clients  who  can  purchase  services  on  an 
ability  to  pay  basis  has  a  better  chance  of  surviv- 
ing because  the  base  of  financial  support  is  so 
much  broader.     Both  the  indigent  and  non-indigent 
should  be  included  in  the  target  population  for 
either  large  or  small  scale  health-care  delivery 
systems  to  increase  the  fiscal  viability  and  flexi- 
bility of  the  system. 
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5.  Coordinating  new  service  components  vn'th 
existing  services  is  crucial  if  duplication 
of  effort  is  to  be  avoided.  However, 
effective  coordination  is  very  nearly  im- 
possible, given  existing  regulations,  eli- 
gibility requirements,  service  provider 
competition  for  public  monies  and  voluntary 
contributions,  inter-agency  and  inter-dis- 
plinary  rivalry,  etc.     Much  more  needs  to 

be  known  about  viable  coordination  techniques. 

6.  Strategies  for  'getting  something  done1  take 
on  an  inordinate  importance  given  the  climate 
of  inter-agency  and  inter-disciplinary  rivalry, 
the  conflicts  between  the  several   levels  of 
government,  the  restrictive  financing  philo- 
sophy, etc. 

7.  The  planning  and  coordination  needed  to  build 
delivery  systems  incorporating  existing  public 
and  private  services  and  developing  new  ser- 
vices are  time  consuming  processes.     The  quest 
for  an  efficient  national  system,  attractive 
and  necessary  as  it  may  be,  has  certain  neg- 
ative features.     Planning  activity  can  be  used 
as  a  delaying  technique. 

8.  Some  services,  e.g.,  nursing,  counseling,  legal, 
may  be  too  expensive  to  provide  in  a 

home  setting.     Bringing  the  individual   to  the 
service  site  for  expensive  services  is  more 
efficient  from  the  cost  standpoint.     For  an 
individual  needing  total  24-hour  care,  insti- 
tutionalization is  probably  the  best  solution 
in  dollars  and  cents  terms. 

9.  Current  incentives  encourage  the  utilization 

of  institutional  modes  of  health  care  services. 
For  any  non-institutional  alternatives  to  be 
viable,  it  will  be  necessary  to  develop  the 
appropriate  incentives  to  encourage  their 
growth  and  development. 

10.     Similarly,  preventive  health  care  has  not 
succeeded  because  the  incentives,  financial 
and  otherwise,  are  not  oriented  toward  this 
concept.     Physicians  would  be  more  willing 
to  focus  on  preventive  health  measures  if  it 
were  financially  rewarding  to  do  so. 
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11.  Conferees  differ  on  the  necessity  for  age 
bound  health  care  programs.     Some  feel  that 
programmatic  focus  should  be  on  the  delivery 
of  services  to  the  elderly,  excluding  other 
populations.     To  provide  for  other  populations 

as  part  of  a  service  package  would  draw  resources 
away  from  the  elderly.     Others  feel  that  ex- 
clusive focus  on  the  long-term  care  needs  of  the 
elderly  is  neither  necessary  nor  wise  since  the 
younger  chronically  ill  or  disabled  can  use 
many  of  the  same  service  mechanisms. 

12.  Pre-paid  approaches  to  health  care  services  can 
be  helpful   in  targeting  a  population  and  in 
promoting  the  likelihood  that  services  would  be 
delivered  as  needed. 

13.  Alternative  ways  in  which  Medicaid  resources 
can  be  expended,  especially  in  non- i ns ti tu ti ona 1 
care  modes,  should  be  thoroughly  explored.  In 
this  way,  over-utilization  of  costly  health  care 
services  can  be  minimized  while  flexibility  can 
be  promoted  in  serving  the  particular  care  needs 
of  individuals. 

14.  Advocacy  should  be  built  into  programs  of  care 
for  the  chronically  ill  and  disabled  persons. 
Advocacy  goes  beyond  follow-up  because  it  is  a 
way  of  assigning  responsibility  for  coordinating 
and  adjusting  the  delivery  of  services.  Never- 
theless, advocacy  requires  follow-up  and  a  work- 
ing knowledge  of  available  options  and  community 
resources.     Too  often  the  patient  can  not  get 
through  the  bureaucracy  of  the  various  agencies 
and  organizations  to  which  he  is  referred  for 
health  care  services.     This  is  especially  the 
case  with  the  elderly,  who  are  apt  to  feel  re- 
jected if  they  are  sent  from  one  place  to 
another. 

15.  Consumer  representatives  should  be  incorporated 
at  various  levels  of  project  and  service  program 
development,  from  planning  to  delivery 
operations.     Too  often  the  consumer's  role  is 
ineffectual.     The  conferees  also  observed  con- 
sumers frequently  do  not  have  either  the  ex- 
pertise or  familiarity  with  the  legal,  re- 
gulatory, and  other  constraints  to  make  mean- 
ingful contributions  to  program  decisions. 
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16.     Volunteers  have  a  proper  and  useful  role, 
especially  when  costs  of  providing  needed 
services  and  service-supports  are  prohibitive. 
In  particular,  volunteers  can  be  used  for 
transportation,  personal  care  services,  and 
aides.     Funds  can  be  spread  farther  when 
costs  can  be  reduced.    This  is  particularly 
true  in  labor-intensive  endeavors. 

DEMONSTRATION  STRATEGY 

1.  Since  there  is  so  much  ideological  dispute  and 
disagreement  about  what  course  long-term  health 
care  should  take,  it  is  time  that  demonstrations 
be  conducted  to  put  these  varying  views  to  a 
full  empirical  test. 

2.  Demonstrations  of  a  long-term  care  delivery 
system  should  give  primary  attention  to  persons 
for  whom  institutionalization  is  imminent  and 
persons  who  are  in  institutions  but  who  might 
be  able  to  live  in  the  community  given  appro- 
priate supportive  services  and  suitable  housing. 
This  strategy  implies  that  higher  priority 
should  be  given  to  demonstrations  which  provide 
direct  services  than  to  those  which  are  primarily 
preventive  in  character.     For  example,  a  demon- 
stration providing  day  care  in  some  innovative 
fashion  would  take  precedence  over  an  employment 
program  that  was  geared  to  those  who  wanted  to 
enter  or  re-enter  the  labor  force. 

3.  The  extent  to  which  non-institutional  modes  of 
health  care  actually  prevent  or  forestall 
institutionalization  is  not  well  established. 
Demonstrations  designed  to  show  the  impact  of 
alternative  services  on  potential  candidates 
for  long-term  institutional  care  are  particu- 
larly cogent. 

4.  Considerable  experience  with  non- i ns ti tu ti ona 1 
services  has  been  assembled  in  recent  years. 
It  is  important  to  build  upon  what  exists  and 
to  seek  innovative,  different  ways  of  organi- 
zing and  delivering  services.  Communities 
should  be  enabled  to  fill  the  gaps  in  their 
own  service  structures  by  being  given  'seed 
money'  to  establish  services  that  have  already 
demonstrated  their  worth.     Monies  should  also 
be  made  available  to  test  new  services  in 
communities  that  have  the  basic  services 
available. 
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5.  Organizations  being  funded  for  demonstration 
projects  which  deliver  a  variety  of  services 
that  enable  individuals  to  live  outside  of 
institutions  should  have:     social  service 
point  of  view;  commitment  to  the  idea  that 
helping  individuals  to  live  outside  of  in- 
stitutions is,  in  most  cases,  the  optimal 
decision;  sufficient  stature  in  the  community 
to  gain  general  acceptance. 

6.  Ideally,  demonstrations  should  have  several 
sources  of  financial   support.     Reliance  on  a 
sole  source  for  funds  leaves  the  demonstration 
too  vulnerable  to  changing  priorities  of  the 
sponsor. 

7.  Consumers  or  their  representatives  should  be 
involved  in  the  planning  of  both  the  service 
and  evaluation  components  of  demonstration 
projects . 

8.  Transportation  is  critically  important  in 
supporting  the  viability  of  long-term  care 
alternatives  to  institutionalization.  The 
crucial   nature  of  transportation  should  be 
underscored  by  including  its  cost  in  the 
demonstration  budget. 

9.  Before  a  project  begins,  its  objectives  have 

to  be  clearly  specified  so  that  the  appropriate 
kinds  of  information  can  be  collected  from  the 
beginning  of  the  project  forward. 

10.  Setting  up  demonstration  projects  that  involve 
coordination  of  services  and  participation  of 
several  community  groups  is  an  extremely  com- 
plex process  requiring  extensive,  detailed 
planning.     Though,  at  present,  adequate  funds 
for  planning  are  rarely  provided,  this  situation 
could  be  and  should  be  changed. 

11.  Turning  a  plan  into  an  effective  operational 
reality  is  a  major  problem  in  demonstration 
projects.     "How  to  get  something  started  and 
keep  it  going"  is  still  a  serious  problem  of 
management  and  coordination  in  the  health  field. 

12.  Demonstrations  are  often  stop-gap  measures  that 
provide  services  which  cannot  be  otherwise  pro- 
vided.    When  the  demonstration  period  is  over, 
services  often  cease  because  there  is  no  way, 
given  present  programmatic  restrictions,  to  pay 
for  them.     It  can  be  argued  that  demonstrations 
ought  to  be  limited  to  those  settings  (and 
organizations)  in  which  there  is  a  good  chance 
of  continuation  beyond  the  demonstration  phase. 
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13.  Demonstration  project  monies  should  be  directed 
toward  those  consolidating  existing  and  new 
services. 

14.  If  DHEW  is  seriously  interested  in  supporting  a 
number  of  demonstrations  of  alternatives  to  long- 
term  institutional   care,  there  should  be  a  focal 
point  in  DHEW  to  help  applicants  design  and 
execute  demonstrations  that  not  only  address 
needs  in  the  community  in  which  the  project  is 
located,  but  which  are  also  meaningful  for 
Federal   policy  and  planning  decisions. 

15.  Since  both  the  Federal  managers  and  demonstration 
project  principals  have  an  interest  in  innovative 
project  results,  it  is  in  the  best  interest  of 
both  to  minimize  the  procedural   impediments  that 
are  common  in  any  attempt  at  innovation.  For 
example,  the  Federal   level  could  provide  guidance 
and  assistance  in  the  intricacies  of  conjoint 
funding,  in  coordinating  regional,  state,  and 
local   government  interests,  and,  in  some  cases, 
project  management.     A  Federal   liason  officer  who 
has  had  experience  with  a  variety  of  demonstrations 
in  many  different  settings  is  in  a  position  to 
offer  substantive  assistance  to  an  organization 
conducting  an  innovative  demonstration.  Such 
assistance  would  most  likely  benefit  the  potential 
service  recipients,  the  organization  conducting 

the  demonstration,  and  the  Federal  government 
because  of  the  comparative  advantage  the  Federal 
liason  would  have  in  harmonizing  inter-agency 
relations. 

RESEARCH  NEEDS 

1.     Communities  need  to  know  what  the  care  needs  are 
in  their  own  communities,  and  what  their  resources 
are  for  meeting  these  needs,  in  order  to  set  their 
own  priorities  for  service  development  and  delivery. 
There  are  many  communities,  particularly  in  rural 
areas  or  in  sub-sections  of  large  metropolitan 
areas,  that  do  not  have  either  the  expertise  and/or 
the  fiscal   resources  to  carry  out  such  surveys  of 
needs.     Funds  should  be  made  available  to  communi- 
ties to  make  such  assessments  and  to  develop  com- 
munity service  plans.     Where  necessary,  technical 
assistance  should  be  provided  for  assessment, 
planning,  and  implementation. 
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2.  There  is  a  need  for  documenting  service  gaps 
and  shortcomings  wherever  they  exist.  Often 
recommendations  are  made  to  individuals  (and 
their  families)  that  cannot  be  followed  be- 
cause the  recommended  service  is  not  practi- 
cally available.     How  often  this  happens,  what 
the  less- than-optimal  alternatives  are,  the 
reasons  for  making  the  choices,  etc.,  are  not 
known  except  on  a  judgmental,  intuitive  basis. 
Systematic  documentation  is  needed. 

3.  The  assumption  is  made  that  non- i ns ti tut i ona 1 
care  is  more  expensive  than  institutional  care. 
A  series  of  cost  benefit  studies  are  needed 
not  only  for  comparing  costs  and  benefits,  but 
for  gathering  information  needed  for  estimating 
the  impact  of  the  legislative  changes  required 
as  new  alternative  forms  of  service  are 

devel oped . 

EVALUATION  PRINCIPLES 

1.  Evaluation  efforts  should  focus  on  the  impact 
of  the  intervention  on  the  service  recipients. 
Cost  and  physical  health  status  measures,  though 
important  and  necessary,  are  not  sufficient 
criteria  for  measuring  the  effectiveness  of  a 
service  delivery  demonstration  project  or  service 
program.     Effectiveness  studies  must  take  into 
account  the  physical,  emotional,  social,  and 
financial  characteristics  of  service  recipients 
and  their  families  when  determining  a  course  of 
action  and  when  measuring  the  impact  of  the  inter- 
vention advised.     Important  impact  variables 
would  include:     morbidity,  mortality,  institu- 
tionalization, independent  living,  socialization, 
participation,  satisfaction  with  life  circum- 
stances, reality-orientation,  etc. 

2.  A  simple  cost-effectiveness  model  which  focuses 
primarily  on  dollars  and  services  and  does  not 
allow  for  indications  of  social  gains  or  long 
range  effects  when  analyzing  the  outcome  of 
demonstrations,  is  misleading.     A  more  appropriate 
model   also  allows  for  the  positive  value  of 
patient  satisfaction.     Thus,  a  program  which  is 
not  cost-effective  in  the  short  run,  in  terms  of 
service  costs,  may  very  likely  be  efficient  in 

the  mid-range  or  long  run  when  traded  off  with 
increases  in  utilization  of  institutions.     It  is 
entirely  likely  that  a  long-term  care  delivery 
system  which  maximizes  the  use  of  non- i ns ti tu t i ona 1 
modes  of  care  may  be  more  expensive  than  present 
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modes  which  rely  on  institutions.     However,  the 
non-institutional  modes  may  be  "better"  in  terms 
of  patient  independence  and  satisfaction;  pro- 
gram value  cannot  be  judged  by  dollars  and  cents 
alone.     A  more  sophisticated  approach  to  program 
evaluation  would  include  considerations  of  long- 
term  outcomes,  such  as  reduction  in  long-term 
institutionalization  even  though  in  the  short  run 
more  services  are  required  to  effect  such  a  result. 

3.  Organizations  that  can  provide  services  effectively 
rarely  have  the  research  sophistication  needed  to 
evaluate  the  impact  of  the  services  on  the  recipients. 
Conversely,  research  organizations  are  not  set  up 

to  provide  services.     The  two  types  of  expertise 
need  to  be  allied  at  the  outset  of  a  demonstration 
project  (from  the  planning  stage  forward)   if  adequate 
evaluation  is  to  be  achieved. 

4.  Objective  evaluation  can  be  conducted  by  the  same 
organization  that  is  providing  services  provided 
that  the  organization  has  sufficient  research 
sophistication  to  design  and  use  proper  instruments 
and  techniques.     The  objectivity  essential  to 
evaluation  is  assured  by  the  public  nature  of  the 
evaluation  instruments  and  the  replicability  of  the 
project,  not  by  the  fact  that  the  evaluation  is 
being  conducted  by  outsiders.     Evaluation  by  "out- 
siders" is  not  an  automatic  virtue.     It  is  not 
unusual  for  "outside"  evaluators  and  service  pro- 
viders to  develop  a  relationship  that  interferes  with 
objectivity  in  any  event. 

5.  Adequate  evaluation  also  requires  early  collabor- 
ation of  sponsors  and  grantees  to  arrive  at  a  mutual 
understanding  of  information  needs  and  of  the  means 
to  be  used  for  meeting  those  needs.     A  sponsor  and 

a  grantee's  evaluation  needs  differ.     Both  need  an 
assessment  of  the  impact  of  the  services  on  the 
recipients,  but  the  sponsor  also  needs  an  early 
assessment  of  the  viability  of  the  project  for  the 
purposes  under  test. 

6.  Since  few  organizations  that  can  provide  services 
effectively  have  sufficient  research  expertise  to 
design  or  conduct  evaluation,  and  since  Federal 
project  sponsors  need  objective  evaluation  for 
planning  and  policy  purposes,  the  sponsoring  govern- 
ment agencies  should  devise  means  to  fill   this  gap 
by:     providing  direct  consultant  services;  stipu- 
lating that  a  portion  of  the  funds  for  a  project 

be  used  for  evaluation,  whether  in-house  or  by 
consultants;  and  establishing  evaluation  centers 
that  would  help  service  providers  draw  up  appro- 
priate evaluation  instruments  and  procedures. 
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The  Federal  government  could  also  sponsor 
research  efforts  to  develop  uniform  assessment 
instruments  which  would  be  used  in  all  demon- 
stration projects  delivering  health  services. 
The  use  of  identical   instruments  would  facili- 
tate comparison  of  the  impact  of  various  kinds 
of  services,  and  would  contribute  substantially 
to  the  information  base  in  the  field. 
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